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INTRODUCTION 
‘fw;w FUthf;Fq; fhjypj;j thflKk; 
 gw;Wf; Nfhnyhd;Nw ghpfhuk; - Kw;w 
 mtd; nghWg;gy;yh nyhd;W khtjpy;iynad;Nw 
 ,tDzuf; fPhj;jp ,q;F” 
- Neha; ehly; Neha; Kjdhly; ghfk; 
India, the land of "Unity in Diversity" popular not only for its tradition, 
heritage and culture but also famous for its own traditional system of medicine 
called "Indigenous System of Medicine". Indigenous system of medicine 
includes siddha, Ayurvedha, Unani Among these, siddha system of medicine 
is the ancient one, it was believed to be originated from Lord shiva, and then 
reached from Agasthiar to Siddhars. From, siddhars this system of medicine 
was gifted to mankind. 
Siddhars, they are not only physicians, but also social reformers, saints 
solved the human problems by their super natural power called siddhi one who 
achieved, siddhi is called "Siddhar'. The ultimate aim of siddhars is to attain 
eternal bliss. For attaining eternal bliss human body is considered to be media. 
This media must be protected from degeneration, ageing and disease. So the 
siddhars followed specific type of life style and dietary style, which was also 
included in this system of medicine. 
According to  siddhars  human body  is  constituted  by five  basic 
elements   which   also   constituted   the environment   viz   Nilam (Earth), 
Thee (Fire),  Vayu (Air),    Neer (Water) and Aahayam (Ether).   The normal 
functioning body without being affected by any disease and of maintain sound 
wind which are called karpamuraigal. 
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‘clk;ghh; mopapd; capuhh; mopth; 
 jplk;gl nka;Qhdk; NruTk; khl;lhh; 
 clk;ig tsh;f;Fk; cghak; mwpe;Nj 
 clk;ig tsh;j;Njd; caph; tsh;j;NjNd” 
      - jpU%yh; jpUke;jpuk; 
 "Medicine" is defined as one which removes distress and leads an 
individual to perfect happiness (heavenly bliss). 
 
‘Nth;ghU jiyghU kpQ;rpdf;fhy; nky;y nky;y 
 gw;g nre;J}uk; ghNu” 
   - mfj;jpah; itj;jpak; gpd; vz;gJ    
gjpnzd; rpj;jh; ghba rpy;yiwf; Nfhit 
 The medicament with roots and leafs of the herbs are initiated, if 
uncontrolled then parpam and chendoorams are to be used. 
Among the various types of KEELVAYU disease, the Author has 
selected the "AZHAL KEELVAYU" for her research subject. 
According to this study, "AZHAL KEELVAYU" is correlated with 
"Arthritis" mentioned in modern medicine. 
Arthritis means ever increasing pain and stiffness with ever decreasing 
physical competence, bodily joy and ease. When more than one joint involved 
it is known as "Oligo Arthritis" and "Poly Arthritis". 
Thorough knowledge of important aspects of this disease in siddha and 
modern concepts namely the aetiology, pathology, sympatomatology and 
biochemical mechanisms will be helpful to conduct the study with perfect 
understanding. 
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The Author has selected "NANNARIVER CHOORNAM" and 
"SANGANKUPPIVER ENNAI” as medication for research. The reason for 
choosing above medicines is their efficacy mentioned in siddha therapeutics 
and the easily available ingredients. 
The Author believe that the dissertation work might of human body is 
based on homeostasis of three vital forces or “UYIR THATHUKKAL”   called   
vatha,   pitha,   and   kapha.   Any   derangement   in   this notneostaste leads to 
pathological condition called "Pini" or "Noi". 
‘Neha; ehb Neha; Kjy;ehb mJjzpf;Fk; 
 tha; ehb tha;g;gr; nray;” 
- jpUf;Fws; 
The Factors, which maintain constant homeostasis of these three humors 
are by six tastes    (Arusuvai),    life   style   dietary   habits,  etc. 
‘kUe;njd Ntz;lhthk; ahf;iff;F mUe;jpaJ 
 mw;wJ Nghw;wpAz;zpd;”. 
- jpUf;Fws; 
Siddhars classified the diseases in to 4448 types. Siddhars the diseases 
by means of Envagai thervu, which includes Nadi etc, Neerkuri, and Neikuri, 
the "Precise diagnostic tool" of siddhars. The treatment aspect involves the 
neutralisation of affected humours. 
‘tpNurdj;jhy; thjk;” 
‘tkdj;jhy; gpj;jk; jhOk;” 
‘erpa mQ;rdj;jhy; fgk; jhOk;” 
    - Neha;ehly; Neha; Kjdhly; ghfk; 
By giving viresanam (Purgatives), Vatha Kutram is neutralized. By 
giving vamanam (emetics), pitha kutram is neutralised. Kapha kutram is 
neutralised by giving Anjana and Nasiyam (application of medicine in the eyes 
as well as nose). The selection of medicines was based on suvai, veerium, and 
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vibagam, related to diseased condition. 
The advantage and unique features of siddha medicine is the removal of 
the root cause of the disease and effect, perfect remedy for mind and soul. 
Siddhars have enumerated ways that are to be followed to maintain the arise 
new horizons in this field especially in the treatment of  
“AZHAL KEEL VAYU” 
‘cw;wtd; jPh;g;ghd; kUe;Jior; nry;thndd; 
 xg;ghdhw; $w;Nw kUe;J”. 
- jpUf;Fws; 
When patient, doctor, pharmacist and nurse all act in co- 
ordination the disease will be cured. 
Sirappu Maruthuvam: 
Sirappu Maruthuvam is a branch of medicine which deals with the 
bodily disorders and to increase the longevity of human lifespan by preventing 
diseases.It relieves mental tension and depression and gives peace. 
This is achieved by following techniques.      
1. Yoga and kayakalpam 
2. Rejuventaion Therapy.  
3. Muppu 
4. Varmam, thokkanam and enbu murivu 
5. Kirigai and Kanma Noi 
6. Dermatological disorders.  
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AIM AND OBJECTIVES 
 
 The disease “Azhal Keel Vayu” is a major ailment of the elderly.  This 
produces pain and discomfort to the patients.  The purpose of author’s work is 
to elucidate a good medicine from ancient Siddha literatures and to create hope 
and faith in their treatment.  Their being a preliminary endeavour by the author, 
as if it would be a helping hand to the sufferers.  With this view this 
dissertation subject was undertaken. 
1. To prove the efficacy of our Siddha Medicine to the world. 
2. To study the clinical cause of the disease “Azhal Keel Vayu” with 
keen observation on the Aetiology, Pathology, Diagnosis, Prognosis, 
Complications and the Treatment by making use of Siddha aspect. 
3. To expose the unique diagnostic methods mentioned by Siddhars, to 
know the disease “Azhal Keel Vayu” alters the normal condition 
under the topic Mukkutram, Poripulangal, Ezhu Udal Kattukkal and 
Envagai thervugal. 
4. To know the extent of correlation of Aetiology, Classification, Signs 
and Symptoms of Azhal Keel Vayu in Siddha aspect with Osteo 
arthritis in Modern medicine. 
5. To have an idea about the incidence of the disease with age, sex, 
socio-economic status and climatic conditions. 
6. To have a detailed clinical investigations. 
7. To have a clinical trial on Azhal Keel Vayu  with the medicines 
named NANNARIVER CHOORNAM as internal medicine and 
SANGANKUPPI VER ENNAI as external medicine. 
8. To evaluate the Bio-chemical and Pharmacological effects of trial 
medicine. 
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9. To use modern parameters to confirm the diagnosis and prognosis of 
the disease. 
10.  To insist Thokkanam (Massage) and Asanas along with medicines 
to achieve the good results, which are the salient features of Sirappu 
Maruthuvam.  
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SIDDHA LITERATURE 
 
  ‘mz;lj;jpy; cs;sNj gpz;lk; 
   gpz;lj;jpy; cs;sNj mz;lk; 
   mz;lKk; gpz;lKk; xd;Nw 
   mwpe;J jhd; ghHf;Fk;NghNj” 
       - rl;lKdp Qhdk;. 
 Siddhars spiritual scientists explored and explained the reality of nature 
and its relationship to man by their yogic awareness. According to siddha 
philosophy, man is nothing but a miniature world containing the five basic 
elements. 
 Universe originally consisted of atoms which contributed to the five 
basic elements (Pancha boothas) namely, earth, water, fire, air and ether which 
correspond to the five senses of the human body and they were the 
fundamentals of all human body and all corporal things. 
 Panchaboothas are the foundations for Thridosha (Vatham, Pitham and 
Kabham) which are the pillars that support our body structure. 
 Any alterations in the level of thridosha effects the normal functions of 
the body. This is obvious from the verses. 
 ‘kpfpDk; FiwapDk; Neha; nra;Ak; E}NyhH 
  tspKjyh ntz;zpa %d;W 
       - jpUf;Fws; - kUe;J 
 The normal values of the Thridosha are in the ratio Vatham, Pitham and 
Kabham 1:1/2:1/4   
  ‘toq;fpa thjk; khj;jpiu nahd;whfpy; 
   joq;fpa gpj;je; jd;dpyiu thrp 
   moq;Fq; fge;jhdlq;fpNa fhNyhby;  
   gpwq;fpa rPtHf;Fg; gprnfhd;Wkpy;iyNa”  
- Fzthflk;. 
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 Alterations in this ratio, produces disease. The signs and symptoms are 
produced according to the particular deranged dosha. 
 
KEEL VAYU 
Synonyms: 
 Keel vayu, mottuvali, santhuvali, mudakkuvatham, ama vatham, mega 
soolai. 
 The term Keelvayu is mentioned in the text Siddha maruthuvam 
according to Sabapathy manuscript. It is denoted as ‘santhu vatham in the 
literature Yugi Vaidya Sinthamani. In Yakobu Vidya Sinthamani it is 
mentioned as “Mudakku vatha soolai”. In Thanvanthri Vaidya Kaviyam it is 
said as mudakku vatham”. 
 Keel vayu is the general term that includes all kinds of joint diseases. 
The word “keel” means “Joint” and “Vayu” means “Vatham” 
 The principal deranged factor among thridhosa is the vatham and so 
called as keel vayu. 
 Restriction of movements and in some cases even immobility of the 
joint can occur. So it is called as “mudakku vatham”. 
thj tpahjpfspd; tpguk;: 
 ‘thpj;jpL thjgpj;j rpNyj;Jk tpahjp %d;wpy; 
  tUj;jpLQ; rpyNjh\j;jhy; tz;ik Kd; 
  Eiuj;jpL kPNuo;E}Nw jd;dpnyz;gj;jpuz;L 
  fLj;jpdhy; thjf;$wpd; Nehnadf; fUjyhNk” 
       - mfj;jpaH 2000. 
From the above text it is clear that vatha diseases are 1482. 
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EYAL – (DEFINITION) 
 Keel vayu is a vatha disease characterized by pain and swelling of the 
joints, stiffness of the muscles and joints with tenderness, frequently associated 
with fever, anorexia and insomnia. It may be accompanied by emarciation, 
anaemia and restriction of joint movements and in some cases even immobility 
may occur. 
 
thj ,ay;G: 
 ‘vd;dNt thjk; jhndz;gjhFk; 
  ,fj;jpNj kdpjHfSf; nfa;AkhW 
  gpd;dNt nghd;jida NrhuQ;nra;J 
  nghpNahHfs; gpuhkziu J}\zpj;Jk; 
  td;dNjtw; nrhj;jpr; NrhuQ; nra;J 
  khjhgpjhFUit kwe;j NgHf;Fk; 
  fd;dNt Ntjj;ij epe;ij nra;jhy; 
  fhaj;jpw; fye;jpLNk thje;jhNd.” 
 
 ‘jhndd;w frg;NghL JtHg;Giwg;G 
  rhjfkha; neQ;RfpDQ; rikj;j td;dk; 
  Mndd;w thwpdJ nghrpj;jyhYk; 
   Mfhaj; NjwyJ Fbj;jyhYk; 
  ghndd;w gfYuf;f kpuh tpopg;G 
  gl;bdpNa kftpWj;jy; ghunka;jy; 
  Njndd;w nkhopahHNkw; rpe;ijahjy; 
  rPf;fpukha; thjkJ nrdpf;Fe;jhNd.” 
      - A+fpitj;jpa rpe;jhkzp 
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thjNuhfk;: 
 ‘mk;Gtpapy; thjNeha; tUFk; NeHik 
  mg;gNd nrhy;YfpNw dwptha;f; NfS 
  njk;GlNd Xhplj;jpNyD kg;gh 
  njspthfg; gytplj;jpNyW kg;gh 
  rk;gpukkha;g; ghpr euk;gpNyW 
  rjpuhd ryd euk;gpNyWkg;gh 
  fk;gpjkh apuz;L kpy;yhkw; Nghdhy; 
  fbjhd ];jk;gd Nuhf nkd;Nw nrhy;thH”. 
 
 ‘nrhy;YthH ghprKk; rydK kg;gh 
  Raq;nfl;Lg; NghapUe;jhy; G+uzNk nad;Wk; 
 my;Yth NuNjD nkd;Nw nfl;lhy; 
  mG+uznkd;Nw ajw;Fg; Nguhk; 
  
 nty;YthH mirtw;Wg; Nghtjw;Fk; 
  tpiuthd ];ghpr kw;Wg; Nghtjw;Fk; 
  njhy;iy nra;AQ; jpkpHthjnkd;W nrhy;thH 
  njhy;Yyfpy; ,d;Dk; ntF thjKd;Nl.” 
      - mfj;jpaH Fzthflk; 
thjj;jpd; Fzq;fs;: 
      ‘thjj;jpd; FzNknjd;dpy; kaq;FQ; jpaq;Fk; kyH rptf;Fk; 
 ghjq;FspHe;J rUthq;fk; gw;wp elf;F Kfq;fLf;FQ; 
 rPjj;JlNd tapw;W Gz;zhQ; rphpg;gpj;jJe; njwp %r;rhk; 
 Nghjj;jz;zPH jhd; thq;Fk; GfOk; gQ;r FzkhNk.” 
 
 ‘thjj;jpd; Fzj;ijf; Nfz;kpd; tapW}Jk; nghUkpf; nfhs;Sk; 
   jhJw;wTlk;G iffhy; re;Jfs; fLg;Gj; NjhZk; 
   jPJw;w rpWePH jhDQ; rpte;Jly; fLj;J tPOk; 
   NghJw;w Tg;Grkha; NghjTk; grpj;jplhNj.” 
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 ‘fhy; if fLf;Fe; jpkpUz;lhq; fz;ZQ; J}q;fpr; Nrhgpf;Fk; 
  NfhyQ;nrhpA kq;fnky;yhq; FspHe;j re;Jfdq;nfhs;SQ; 
  rPykpFe;J rPHfhzpy; rpWePH tw;wp tUkpfNt 
  khyj;jlq;fz; khdidaha; khNj thjNuhfkpNj.” 
       - mfj;jpaH 2000. 
thjNuhf yl;rzk;: 
‘fhy; ifAyHe;J jpkpUz;lhk; fz;Ze; J}q;fpr; Nrhgpj;Jf; 
  NfhyQ;nrhpA kq;fnky;yhq; Fjpj;Jr; rw;Nw fdq;nfhz;L 
 rPykpFe;J rPHfhzr; rpWePH tw;wp KLF nkd;d 
  thyj;jlq;fz; khdidaha; khNj thj NuhfkpNj.” 
        - mfj;jpaH 2000 
thj rhPuf; $W (thjg;gpufpUjp) 
 ‘cj;jnjhU fhhpaj;ij nkj;njdTk; NgrYs;s 
  njy;yhq; fUj;jhf Tiug;gjy;yhy; 
  nkj;jtUk; ngha;ia nka;aha; tpae;Jiuj;jy; 
  fdtpdhy; nka; tUj;jy; fhzy; 
  rj;JkdQ; rypj;jpUj;jy; jz;Gdiy 
  tpUk;ghNj joiy Ntz;ly; 
  kj;JKly; J}ykh apUf;F khfpy; 
  thj FzkpJntdNt tFf;fyhNk”. 
       - mfj;jpaH 2000 
 
thjk; tHj;jpf;Fq; fhyk; 
 ‘thj tHj;jid fhyNk Njh ntd;dpy; 
  kUTfpd;w thdpfH flfkhFk; 
 Mjiyg; grpNahL fhHj;jp jd;dpy; 
  mlUNk kw;w khjq;fs; jd;dpy; 
 NghjNt rkpf;Ffpd;w fhykhFk; 
  nghUe;jpNa aptH njhopy; ehd; fz;jpwj;jy; 
 fhjNt fz;%ly; iffhyirj;jy; 
  fbe;Njhl;l Klf;fnyhL ePl;lnyd;Nd.” 
       - A+fp itj;jpa rpe;jhkzp 
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fPy;thj Nuhfk;: 
 ‘jhdhd fPy;thj Nuhfk; Ngiu 
  rhw;WfpNwd; ePawpa tpgukhf 
  khdhd tha;T Nuhfk; thjNuhfk; 
  kfj;jhd Klf;F tha;T Klf;F thjk; 
  Njdhd re;jpf rpNyl;Lk Nuhfk; 
  njspthd iffhypy; gpbg;G Nuhfk; 
  Cdhd urthjk; #iyf;fl;L 
  cj;jkNd re;jpthjk; thj#iyahNk.” 
 
‘Mnkd;w ,j;jidAk; mjw;Fg; Nguhk; 
  mg;gNd ,JNeUk; thpir NfS 
  NghNk jhd; ur J}\paj; jpdhNy 
  nghy;yhj ,e;j neha; fhZk; ghU 
  ehNkjhd; Koq;fhy;fs; nghpa fPy;fs; 
  ed;ikAld; mijr;Rw;wp ,Uf;Fk; rt;tpd; 
  rPNkTk; rt;Tf;F typfs; fz;lhy; 
  rpwg;ghf ,e;jNeha;fs; tUFk; ghNu.” 
 
‘ghulh ,jpypuz;L [hjpAz;L 
 gf;Ftkha; jPtpuk; rhj;kPfk; vd ,uz;NlahFk; 
 $WNtd; jPtuj;jpd; Fzj;ijf; NfS 
 FbnfLj;j NehaJjhd; NkNy nry;Yk; 
 Neulh iffhy;fspy; Ntjidjhd; fz;L 
 epr;rakha; gpwF mJ mjpfkhFk; 
 Ngulh nghpanjhU Kl;Lfs;jhd; tPq;fp 
 gpd;dhgRuk; Gz;zha; NtjidAe; nra;Ak;”. 
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‘nra;fpd;w rhg;jPff; fPy;thj Nuhfk; 
 nra;tjidr; nrhy;YfpNwd; jpwkjhf 
 ca;fpd;w gpuNkfe; jd;dhyg;gh 
 cj;jkNd fhz;gJT Kz;L ghU 
 ieaNt uhj;jphpapy; mjpfkhFk; 
 eykhd c\;zthA mjdhy; Njhd;Wk; 
 igaNt jw;nrayha;f; fhz;gJT Kz;L 
 gzpahf ,jpy; %d;W Fzq;fSz;Nl”. 
     - mfj;jpaH Fzthflk; 
PINI URPATTHI KIRAMAM (AETIOLOGY) 
 In siddha system the main cause for this keel vayu is derangement of 
thrithathu. The derangement occurs under various conditions. They are given 
below in various headings. 
 Physical factor 
 Mental factor 
 Factor of pitha megam 
 Factor of ama dhosam 
I. Physical Factor: 
 ‘jhndd;w frg;NghL JtHg;G ifg;G 
  rhjfkha; kpQ;RfpDk; rikj;jtd;dk; 
  Mndd;w MwpdJ Grpj;j yhYk; 
  Mfhaj; NjwyJ Fbj;jyhYk; 
  ghndd;w gfYwf;f kpuhtpopg;G 
  gl;bdpNa kpfTWjy; ghunka;jy; 
  Njndd;w nkhopahHNkw;rpe;ijahjy; 
  rPf;fpukha; thjkJ nrdpf;Fe;jhNd” 
        - A+fp rpe;jhkzp 
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Intake of food item which are excess in bitter, astringent and pungent 
tastes intake of old cooked food items, drinking rain water, sleeping during day 
time and awakening at night, undue starving, strain due to excessive weight 
lifting and sexual perversion. 
‘gfuNt thjkJ Nghfpj;jg;Ngh 
 gz;ghf ngz;Nghfk; mJjhd; nra;apy; 
 jfuNt ntFJ}u top elf;fpy; 
 espuhdfhw;WNk gdpNky; gl;lhy; 
 kpfuNt fha;fs; fdp fpow;Fjd;id 
 kpf tUe;jp kPwpNa japHjhd; nfhz;lhy; 
 KfuNt KJnfYk;ig KWf;fp nehe;J 
 Koq;fhYk; fZf;fhYk; fLg;Gz;lhFk;” 
      - A+fp rpe;jhkzp 
 Indulging in the sexual act during vitiation of vatha, walking for a long 
distance, exposing to dampness and cold and harmful combinations like taking 
excessive curd after eating fruits, vegetables and tubers causes toxic factors 
which affect bones and muscles. 
According to Siddha Maruthuvam Text: 
 ‘tspjU fha;fpoq;F tiutpyh japyy; Nfhio 
  KspjU Nghd;kpFf;F Kiwapyh cz;b Nfhly; 
  FspHjU tspapw; Njfq;Fdpg;Gw Tyty; ngz;bH 
  fspjU kaf;fk; ngw;NwhH fb nray; fUtpahkhy;” 
- rghgjp ifNaL 
Ahara and Vihara (errors of diet and habits) that give rise to vatha 
vitiation (ie.) excessive intake of certain fruits and roots tend to increase vayu. 
 Excessive intakes of cold substances or exposure to severe cold, staying 
in high hills are liable to increase kapham. More sexual indulgence that gives 
rise to meganoi may also produce keelvayu. 
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According to Pararaja Sekaram: 
 
 ‘njhopy; ngWifg;Gf; fhHj;jy; JtHj;jy; tpQ;RfpDQ;NrhWk; 
  gioajhk; tuF kw;iwg; ige;jpizaUe;jpdhYk; 
  vopy; ngwg; gfYwq;fp ,utpdpYwq;fhjyhYk; 
  kio epfH FoypdhNy thjq;Nfh gpf;Fq;fhNz” 
 Intake of foods rich in bitter, pungent and astringent tastes, Day time 
sleep instead of routine night sleep. 
 
 ‘fhzNt kpfTz;lhYk; fUJgl;bdp tpl;lhYk; 
  khdid ahHfz; Nkhfkwf;fpD kpFe;jpl;lhYk; 
  Mzt kyq;flk;ik aq;qNd tplhjyhYk; 
  thDjd; jley; yhNsthjq; Nfhgpf;Fk; fhNz” 
  
Over eating, undue starving, high sexual tendency, will lead to increased 
vatham. 
 ‘ghhpdpw; gag;gl;lhYk; gyUld; Nfhgpj;jhYk; 
  fhnudf; fUfpNahbf; fOkuj; Juj;jpdhYk; 
  VHngW jdJ neQ;rpd; kpfj;Jf;f kile;jpl;lhYk; 
  ghhpa fw;wpdhYk; glhpDk; thjq;fhZk;” 
  
Anxiety, tension, inadequate rest, stress, exposure to chill air may also 
increase the vatham. 
 Irregular diet pattern, excessive intake of water, exposure to cold air, 
over intake of sour tasted food stuffs. 
In Theraiyar Vagadam: 
 ‘nta;apypy; elf;ifahYk; kpfj;jz;zPH Fbf;ifahYk; 
  nra;apio kfspdiur; NrHe;jDgtpf;ifahYk; 
  igaNd cz;ikahYk; ghfw;fha; jpd;ifahYk; 
  ijaNy thjNuhfk; rdpf;Fnkd; wwpe;J nfhs;Ns” 
- NjiuaH thflk;  
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Excessive walking in hot sun, excessive intake of water, over sexual 
indulgence, intake of bitter gourd etc, may play a role to disturb the normal 
functions of vatham. 
Ahara and vihara (errors of diet and habits) that give rise to vatha 
vitiation ie excessive intake of certain fruits and roots tends to increase vayu. 
Excessive intake of cold substances or exposure to severe cold, exposure 
to rain, fog or mist, cool breeze, staying in high hills – all those are liable to 
increase kabha. On these two essential causes namely vatha and kabha 
prakobam keelvayu in said to develop. 
Further it is said that excessive sexual indulgence that give rise meganoi 
may also produce keel vayu. It may also develop by hereditary causes. 
External Causes: 
Environmental Factor: 
 ‘thjtHj;jd fhyNkNjh ntd;dpy; 
  kUTfpd;w Mdp fw;fl khjk; 
  Mjidg; grpNahL fhHj;jpif jd;dpy; 
   mlUNk kw;w khjq;fs; jd;dpy; 
  NghfNt rkpf;fpd;w fhykhFk;”. 
- A+fp rpe;jhkzp 
 The vatha disease will be precipitated in the months from Aani to 
Karthikai, (From June to December) 
Internal Causes: 
Astrological Causes: 
In Manimanthira Vaidhya Sekaram, 
 ‘$Wnkhd;W %d;Wld; FyTehiye; NjopDk; 
  Fw;wkhk; eyj;jpDk; nfh^uk; gd;dpuz;bYk;  
  NruNt GjdjhDNk rPhpak;kid epd;wpby; 
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  nrg;nghzhj; jPikNahL nra;Ak; gr;re;jhDk; 
  neLe;Jf;f kpf;fthk; elf;fe;jhJ njhopy;jhk; 
  epd;ijahF fPy;gpbg;G ePL nkapy; Njhd;Wkhk; 
  fhhpaq;fs; Nrjkhq; fhy;taJ FiwAkhk; 
  fz;LzHe;J fzpty;Nyhd; fUj;Jld; nrg;gpdNu” 
       - kzp ke;jpu itj;jpa Nrfuk; 
 Astrology says that keelpidippu is produced by planets power and 
position at certain period. So, if vatha is predominant, the disease rheumatism 
will occur. The vitiated vatham gradually disturbs and deranges the functions 
of vatham, pitham, kapham, Ezhu udalkattugal and manifest the joint disease. 
Vatha Kanma Varalaru: 
 ‘E}nyd;w thjk; te;j tifjh NdJ 
  Ez;ikaha; fd;kj;jpd; tifiaf; NfS 
  fhypNy Njhd;wpaJ fLg;g NjJ 
  iffhypy; Klf;fpaJ tPf;fNkJ 
  NfhypNy gLf;fpd;w tpUl;rkhd 
  Foe;ij kue;jid ntl;ly; Nky; Njhy; rPty; 
  ehspNy rPtnre;Jfhy; Kwpj;jy; 
  ey;y nfhk;Gjio Kwpj;jy; eypj;jy;jhNd” 
     - mfj;jpaH fd;k tuyhW-300 
It attributes the following psychosocial factors such as removing the 
bark of living trees breaking the legs of the animals cutting the trees in the 
living branches and removing leaves. 
2. Mental Factors: 
‘me;jzH fw;G khjH mUspa rhgj;jhY 
 Ke;jpatpidahYk; KjpH fHg;g Nkfj;jhYQ; 
 rpe;ijapw; nfhLikahYQ; rptFU epe;ijahYe; 
 njhe;jkhk; tpahjpahYk; Njhd;wpLk; #iyjhNd”. 
       - mfj;jpaH 
 18
Apart from physical factors some other mental factors caused the 
derangement of gunas. The deranged gunas tend to vitiate the doshas and 
produce the disease. 
3. Pithamegam as Causes of Keelvayu 
 According to Agasthiyar vaidhya Kaandam – 600 Pithamegam is said as 
an important factor for the causation of mega soolai. In this condition megam, 
the coordination of vatha, pitha, and kaba has broken down. Megam increases 
pitha and so excessive heat in felt from head to apanan. By this pithamegam all 
the ten vayus get deranged and so the disease is produced. 
4. Ama Dosham: 
 After taking a diet, if amasayam is not properly digested, the improper 
digestive residue is called ama. An another school of though says that due to 
impairment of the Agni, the annarasa is not properly formed in the amasaya 
and this state is called as ama.  
 When there is impairment of Agni, undigested food becomes serious 
toxic condition and causes amadhosha.  This primary offending factor ama 
after provoking the vatha, travels through suitable channels in the body and 
settle in the joint, where the santhiga kapha resides and antagonizes the 
functions of vatha and kapha, resulting in pain, swelling, tenderness, crepitation 
and restricted movements at time.  
 The main factors concerned in the production of ama are mandagni.  
Which alters the normal secretion of digestive juice.  
 Dietic alterations and emotional stress that contribute to the formation of 
ama are: 
1. Intake of heavy indigestible foods.  
2. Intake of certain food materials which are incompatible to one 
another.  
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3. Consumption of raw and uncooked materials.  
4. Intake of highly cooled or freeze particles.  
Irrigating food, capable of causing inflammation of the stomach and 
intestine (or) distension of the abdomen. 
NOI ENN (CLASSIFICATION): 
Classification of keelvayu is based on tridosha theory. 
According to this classification keel vayu is classified into 10 types. 
They are 
 Valikeelvayu 
 Azhal keelvayu 
 Iyya keelvayu 
 Vali azhal keelvayu 
 Vali iyya keelvayu 
 Azhal vali keelvayu 
 Azhal iyyakeelvayu 
 Iyya vali keelvayu 
 Iyya azhal keelvayu 
 Mukkutra keelvayu 
 
AZHAL KEEL VAYU 
In Siddha literature Azhal Keel Vayu comes under the topic of Vatha 
disease. Keel vayu is the general term that includes all kinds of joint disease 
(Locomotor System). 
Description of the Nomenclature.  
 Azhal Keel Vayu = Azhal + Keel + Vayu 
  Azhal  : Pitham 
  Keel  : Joint 
  Vayu  : Vatham.  
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 Initally the joint in affected by the vitiated vatham, kabham and pitham 
is accompanied later.  Also this is a disease of pitha kalam (middle 1/3 rd of the 
life space). 
Signs and Symptoms: 
 ‘gpj;jf fPy; tha;T jd;dhw; fPy; %l;L tPq;fpr; 
  rpj;jh;nra; kUj;Jtj;jpy; rPh;glhj 
  jf;fW fha;r;ry; fz;L rhyNt jidjhd; je;Nj 
  nkj;jW rpfpr;ir jd;dhy; nkd;Nky; ePf;Fk;g;gh” 
- rghgjp ifNahL 
It is characterized by swelling of joints associated with severe pain and 
pyrexia.  Since it is not quickly responding to medicine the prolonged medical 
care is said to be essential.  As pitha increases, kapha in the joint decrease and 
hence dryness occur.  So during flexion of the joint crepitation sound is 
produced.  
 
Neha;tUk; top - Kf;Fw;w ghjpg;G.  
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EXPLANATIONS ABOUT THE THREE DOSHAS: 
VATHA: 
 The term vatha denotes vayu, dryness, pain flatulence and lightness.  
I. Location of Vatha: 
 ‘ehnkd;w thjj;Jf; fpUg;gplNk 
  ehgpf;Ff; fPnod;W etpyyhFk;” 
-  A+fp Kdp 
The Vatha is located in the hip, below the abdomen, moolatharam and 
sexual organs.  
It is also said that Vatha is settled in various places including bones, 
joints, nerves, vessels, hair follicles, muscles and it excretes sperm, urine and 
stool.  
II. Functions of Vatha: 
The important functions of vatha are respiration, voiding of excreta, 
stimulate the body and soul, refreshes and proper harmony of the seven thathus.  
III. Effect of vitiated vatha: 
 Vague pain, exquisite pain, extreme dryness, palpitation, dislocation of 
the joints, disfunctioning of the sexual  organs, constipation, dysuria, excessive 
thirst, severe pain in long bones, difficulty in flexion and extension of the 
limbs, dark complexion and emarciation are the main ill effects of the vitiated 
Vatha.  
Types of Vatha: 
 Though the Vatha is one, according to the functions and location it is 
classified into ten.  They are. 
1. Piranan:  It is located in between the heart and nose.  It is mainly 
responsible for respiration, and it is necessary for proper digestion 
and utilization of the food material. 
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2. Abanan:  It is located in the rectum, lower abdomen, urinary 
bladder, sexual organs, and thighs.  It carries the digested nutrients to 
the concerned areas.  Its main function is excretion of urine, feacal 
matter, semen and ovum. 
3. Viyanan:  Though it is present in the whole body, it is chiefly 
located in the heart.  From the skin it spreads through the nerves and 
blood vessels to various organs and helps in flexion and extension.  It 
is responsible for the sensation of the skin.  
4. Udhanan:  It is located in the chest, neck, nose and umbilicus.  It is 
responsible for speech, complexion of the skin, stability and good 
thinking.  
5. Samanan:  It is mainly located in the intestines.  It is responsible for 
proper digestion and it carries the digested nutrients to each and 
every organ.  
6. Nagan:  It is responsible for intelligence.   Its functions are blinking 
of eyelids and goozing of hair.  
7. Koorman:  It is responsible for eyesight.  Its functions are yawning, 
are secretion of tears.  
8. Kirukaran:  It is responsible for appetite and salivation.  It produces 
cough and sneeze. 
9. Devathathan:  It is responsible for the feeling of tiredness, angry 
and immoral behaviours.  
10.  Thananjeyan:  It is present in the nose and produces a generalized 
swelling of the body disappears only after the third day of death, 
after opening of the skull.  
In case of Azhal Keelvayu, among the vathas, Viyanan and Samanan were 
affected in all patients.  Secondly Abanan, Udhanan, Kirugaran and 
Devathathan were affected in most patients.  
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PITHA  
The term pitha denotes gastric juice, bile, energy, heat and anger etc.  
 Pitha (Heat) in the human organism is heat as it possesses all the 
characteristics of the external fire, such as burning like boiling and heating etc. 
It produces the internal heat necessary to maintain the intergrity of the human 
body and any increase or decrease in this produces a simultaneous action in the 
organism. The chief function of bile lies in metamorphosing the chyle to a 
protoplasmic substance like the sperm in men and the ovum in women. It 
corresponds to metabolism or cell sub-division. Heat may be said to include 
both bile and metabolism of tissues as well as the body heat that is the product 
of the latter. It is also viewed by some that pitha is the name for the heat 
confined the liquid bile, the principle agent in digestion. The orgin of bile is in 
the liver. In the heat, bile brings about the relation of one’s desire; in the eyes 
the catching of the lubricating substances that are applied to the skin. It is blue 
in its normal colour and yellowish in its deranged condition; and it turns into an 
alid when deranged or vitiated. Pitha (Heat) in its normal state remains in the 
lymph, chyle, blood and saliva but chief lying in the stomach. It gives sight to 
the eyes, beauty to the skin and cheerfulness to the mind. Its derangement 
causes sleeplessness, indigestion, red boils, jaundice, cirrhosis, ulcers, catarrh, 
dropsy, haemorrhage, acidity, eructation, delirium, perspiration, thirst, bitter 
taste in the mouth, burning sensation in the body especially palms and soles 
etc. 
 Head, heart, bladder, abdomen, umbilicus, stomach, saliva, sweat, blood, 
eyes and skin are the sites of pitha. The important functions of pitha are 
appetite, thirst, digestion, sensation of taste, eyesight and intelligence. 
Excessive heat in the body, improper digestion, excessive sweat, giddiness, 
syncope and immoral behaviours are some of the ill effects of vitiated pitha. 
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I.  Location of Pitha: 
 ‘Nghnkd;w gpj;jj;Jf; fpUg;gplNk Nfsha; 
  Nguhd fz;lj;jpd; fPojhFk;”.  
-  A+fp Kdp 
Pitha is located in Head, heart, bladder, abdomen, umbilicus, stomach 
and also saliva, sweat, blood, eyes and skin are the sites of pitha.  
II. Functions of Pitha: 
 The important functions of Pitha are appetite, thirst, digestion, sensation 
of taste, eyesight and intelligence.  
III. Effects of Vitiated Pitha: 
 Excessive heat in the body, improper digestion, excessive sweating, 
giddiness, syncope and immoral behaviours are same of the ill effects of 
vitiated Pitha.  
Types of Pitha: 
 According to the function and location, Pitha is classified into five types.  
They are.  
1.  Anar Pitham: 
 It is located in the stomach and intestines and responsible for proper 
digestion.  
2.  Ranjaga Pitham: 
 It is located in the intestine and responsible for the colour of the blood.  
3.  Sadhaga Pitham: 
 It is located in the heart and controls the functions of the body.  
4.  Alosagam: 
 It is located in the eyes and responsible for proper sight.  
5.  Prasagam: 
 It is located in the skin and responsible for complexion.  
 In case of Azhal keelvayu, Sathagam were affected in all patients.  
Among the pithas Anarpitham and Ranjagam were affected most of the 
patients. 
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KAPHA: 
 Kapha (phlegm) supplies the body with moisture even as pitha furnishes it 
with heat and imparts stability and weight to the body. It adds to the strength of 
the body, increases the firmness of the limbs and keeps them united, preventing 
their disunion. It helps digestion by moisturing and disintegrating food with its 
humid essence. It imparts to the tongue the power of taste and helps sense-organ 
like the eyes, ears and the nose in performance of their respective functions. Its 
derangement causes excess of thirst, dull appetite, throwing out of phlegm in 
cough, goiter, urticaria etc. Meals taken before digestion, day – sleep, taking 
sweets, molasses etc. generally aggravate phlegm. 
The impotant functions of kaba are maintaining the viscosity and proper 
functioning of the joints. Pain in the long bones, dysfunction of the joints, 
improper digestion, excessive sleep and inhibition of understanding capacity are 
the effects of vitiated kapha. 
I. Location of Kapha: 
 The Kapha is located in the tongue, nose, chest, blood, lipids, bone 
marrow, bones, nerves, brain, large intestines, eyes and joints.  
II. Functions of Kapha: 
 The important functions of Kapha are maintaining the friction and viscosity 
and proper functioning of the joints.  
III. Effects of vitiated Kapha: 
 Pain in the long bones, dysfunction of the joints, improper digestion, 
excessive sleep and inhibition of understanding capacity.  
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Types of Kapha: 
 There are five types of Kapha.  They are,  
1.  Avalambagam: 
 It is located in the lungs and it controls the other four kaphas.  
2.  Kilethagam: 
 It is located in the stomach and it is responsible for the proper digestion.  
3.  Podhagam: 
 It is located in the tongue and helps to feel the sensation of taste.  
4.  Tharpagam: 
 It is present in the head and keeps the eyes cool.  
5.  Santhigam: 
 It is present in the joint and responsible for proper functioning of the joints.  
 In case of Azhal Keelvayu, among the Kaphas – Avalambagam, Santhigam 
was affected in all patients and Kilethagam was affected in most patients.  
NOI NADAL (PATHOLOGY) 
Thridosha Theory: 
 The doshas viz, vayu, pitha, and kaba constitute the tripod on which Siddha 
stands. To understand this theory perfectly and correctly is by itself a long and 
arduous study. 
 The subject being a very complicated one, it can not be explained within 
the compass of a few pages. Also it has been defined by different experts in 
different ways but the basic principles to which they all point to are the same. 
 The theory of vayu, pitha and kaba begins where modern physiology ends; 
for, it endeavours to explain all the physiological processes as also the principles 
which guide them. 
 Vatha comprehends all the phenomena which come under the functions of 
central and sympathetic nervous systems. Pitha signifies the functions of 
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thermogenesis or heat production and metabolism comprehending in its scope the 
process of digestion, colouration of blood and formation of various secretions and 
excretions which are either the means or the ends of tissue combustion. 
 Kabha signifies the functions of thermotaxis or heat regulation and 
secondarily formation of the various preservative fluids (e.g) mucus, synovia etc. 
 Vatha, Pitha and kabha occur in two forms. 
1. An Invisible or Essential form. 
 It mainly guides the physiological processes pertaining to them naturally. 
2. A Crude or Visible Form 
 These are the products of the invisible process 
 The relation between the two forms is very close so that the derangement 
of the essential form of one principle gives rise at once to increased or morbid 
secretions and excretions of that principle. The failure to recognize the difference 
between these two forms of the principles has given rise to the erroneous 
rendering. 
 Siddhars trace the process of development of Dhosa derangement the 
abnormality of Dhathu equilibrium through the following stages. 
1. Accumulation and Excitation (Thannilai valarchi): 
 This is the state where the dosha accumulates in a particular part as 
stagnant dosha. When the stagnant dosha has accumulated and permeated a 
structure, there is excitement from aversion towards similar and attraction towards 
contraries. 
 This is known as prakobam. 
2. Spreading (Piranilai Valarchi) 
 This is the stage which the excited dosha extends to another part. When the 
excited dosha having extended to another part it becomes located and causing 
beginings of specific disease of that structure. 
  
 28
In case of keel vayu owing to intrinsic and extrinsic causes, seasonal 
conditions of severecold and changes on earth, vatha increases and joins with 
kaba and produces disturbances to the normal function of the Abanan and 
Viyanan. Owing to the addition of kaba with vatha vitiation there is swelling, 
pain, sometimes fluid accumulation and immobility etc in the joints. 
 Depending upon the vitiation of vatha and kaba, Rasa and Raktha dhathus 
are first affected. As such there may be anorexia subsequent anaemia and sobai. 
When the disease takes a longer course other dhathus may also deteriorate one by 
one. 
 The result of vatha and kaba derangement is mentioned as follows. 
 ‘tspAikae; jd;dpiy nfl;L 
  typAld; tPf;fr;RuKk; fha;e;J 
  %l;Lfs; NjhWk; KLf;fpNa nehe;J 
  %l;Lfs; jd;dpy; ePUk; Rue;J 
  jhq;nfhzh typAld; nehe;jpLkhNk.” 
- rghgjp ifNaL 
KUGARANA MAATRAM (PATHOGENESIS): 
 The derangement of panjapootha in pithakeelvayu is as follows. 
S. No. Pootham Nature of derangement Effect 
1. Mann  New bone growth 
2. Neer  Diminished synovial fluid 
3. Thee  Destruction of articular cartilage 
4. Vayu  Swelling and pain 
5. Aagayam  Reduction in joint space 
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Genetic predisposition Age        Trauma     Obesity/Systemic  factors               
                                                                                                 
            
   
 
Subtle changes in the shape or stability of joints 
 
     
Attempted repair process 
 
 
         Success (Painless)    Failure (Painful) 
 
THE COURSE OF THE AZHAL KEELVAYU 
 
KURIGUNAM (CLINICAL FEATURES) 
 First there will be blocking of nostrils, watering of the nose, hoarseness of 
voice, light fever, pain in the extremities, stabbing and excruciating pain in the 
affected joints, difficulty in moving the joints, disinclination for food, 
tastelessness and lassitude etc. 
 Next depending upon the course the disease takes we will be able to 
diagnose the disease correctly according to the signs and symptoms. We will then 
be able to declare the exact classification of keelvayu. Each variety has got its 
own peculiar characteristic signs and symptoms. 
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Koq;fhy; thjk;: 
‘jpuz;bL Koq;fhy; tPq;fpr; Nrunehe; Jise;J Fj;jpg; 
 Guz;bl klf;fp kpz;bg; NghjNt eilnfhlhJ 
 kUz;LNty; fizkh dk;G thnsd kpspUq; fz;zha; 
 Kuz;lU Koq;fhy; jd;dpd; nkhope;jpL thjkhNk” 
- guuhr Nrfuk; 
 
kaf;fk;> fz;fs; rptf;Fk;> ghjk; FspUk;> tapW Gz;zhf;Fk;> 
re;Jfs; NjhWk;> fLg;G Njhd;Wk; rpWePH tw;Wk;. 
‘thjj;jpd; FzNk jd;dpy; 
 tapW nghUkpf; nfhs;Sk; 
 jhfj;jpy; Nkdp iffhy; 
 re;JNk fLg;Gj; Njhd;Wk;’ 
     - Fwpailahs ehb 
‘mwpAk; thjj;jpy; mLj;j gpj;jkhapd; 
 FwpaJ jhd; thAf;FoWk; newpahf 
 FspUq; fhy; tPq;Fk; Fly; Gul;Lk; tpk;kpj; 
 njsptpy;iy Gj;jpnadr; nrg;G” 
    - fz;Zrhkpak; itj;jpa Nrfuk; 
NILAM [Geographical distripution]  
The living places are divided on the basis of the natural geographical 
features into five distinct types known as “Thinai”.  They are “Kurinchi” 
“Mullai”, “Marutham”, “Neithal” and “Palai”. 
1. Kurinchi   : Mountain and its surroundings. 
2. Mullai   : Forests 
3. Neithal   : Sea and seashore 
4. Marutham   : Fields 
5. Palai   : Desert and its surroundings.  
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Kurinchi Nilam: 
 Inhabitant of this thinai frequently suffers from shivering, fever leading to 
depletion of blood, enlargement of liver and spleen.  Increase of kapham.  
Mullai Nilam: 
 Inhabitants of this thinai suffer from pitha disorders and also from 
disorders due to vatha aggravation and liver enlargement.  
Neithal Nilam: 
 Inhabitants of this thinai suffer for vatha disorders and also suffer from 
excessive flatulence, enlargements of liver, obesity etc. 
Marutha Nilam: 
 Inhabitants of this thinai are free from all disorders because all the three 
thosas are always kept in proper proportion.  This is an ideal place for a healthy 
life.  
Palai Nilam: 
 Inhabitants of this Thinai Suffer from disorders due to Vatha, Pitha, Kapha 
elements. 
           Geographical distribution plays a vital role in altering the Thridoshas.   
 In case of Azhal Keelvayu, most of the patients had inhabitants of Marutha 
Nilam and few patients belonged to Palai Nilam.  
UDAL KATTUGAL: 
 Seven physical constituents.  They are the following.  
1.  Saaram: (Chyle) 
 It is responsible for growth and development.  It keeps the individual in 
good spirit and it nourishes the blood.  
2.  Chenneer: (Blood) 
 Blood imparts colour to the body and nourishes the muscle responsible for 
the ability, intellect of the individual.  
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3.  Oon: (Muscle) 
 It gives shape to the body according to the requirement for the physical 
activity, nourishes fat and gives plumpness.  
4.  Kozhuppu: (Fat) 
 It helps in lubricating the different organs and maintains oily matter of the 
body.  
5.  Enbu: (Bone) 
 Supports all the system and responsible for the posture and movement of 
the body.  
 It is affected in all the twenty patients of Azhal Keelvagu.  
6.  Moolai: (Marrow) 
 It fills the bone cavity.  Nourishes semen, imparts strength, endurance and 
shining appearance.  
7.  Sukkilam or Suonitham: (Sperm and Ovum) 
 It is responsible for reproduction.  
 Among the seven Udal Kattugal Saaram, Chenneer, Oon and Kozhuppu 
were affected in most of the patients of Azhal Keelvayu.  
Kanmenthriyam 
1. Vai   : To speak and eat 
2. Kal   : To walk 
3. Kai   : To take and give 
4. Eruvaai  : To excrete 
5. Karuvaai  : for birth. 
           In case of AZHAL KEEL VAYU Kal, Kai, Eruvai were affected in most of 
the patients. 
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Udal Vanmai 
 Body immunity is of three kinds.  
1.  Iyarkai Vanmai: 
 Natural immunity of the body caused by mukkunam by birth.  
2.  Kala Vanmai: 
 Growing of the body and strength according to the age.  
3.  Cheyarkai Vanmai: 
 Improving the health by giving valuable food and medicines. 
Diet, Physical exercise and Age play a vital role in “AZHAL KEEL 
VAYU”.  So, Cheryaki Vanmai of an individual is affected.  
 
KALANIZHAIGALIN MUKKUTRAM 
 
 Thanilai Vazharchi Vettrunilai Vazharchi Thanilai Adaithal 
Vatham Muthuvenil Kaarkalam Koothir Kalam 
Pitham Kaarkalam Koothir Kalam Munpani 
Kabhan Pinpani Elavenil Muthuvenil 
 
Vatham vitiates during Mutuvenil i.e, during summer, the environment is 
hot and it leads to dryness,similarly the body is affected by excessive heat and 
loses its energy through perspiration and the digestion is impaired. 
So, in AZHAL KEEL VAYU the disease show its exacerbation during 
Muthuvenil Kalam.   
 PINIYARI MURAIMAI – (DIAGNOSIS) 
 Piniyari muraimai is the methodology of diagnosing the disease in siddha 
science which is based on the following three main principles. 
 Poriyal arithal 
 Pulanal arithal 
 Vinathal. 
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Porigal are considered as the five sensory organs of perception namely 
nose, tongue, eye, skin and ear. 
 The pulangal are functions of sensory organs. They are smell, taste, touch, 
vision and hearing. Physicians pori and pulan are used as the tools for examining 
the pori and pulan of the patient. 
 Vinathal is gathering the information regarding the history of the disease, 
clinical features etc. from the patient or his immediate relatives who are taking 
care of him when the patient is not in a condition to speak or the patient is a child. 
 The above principles correspond to the methodology of inspection, 
palpation, percussion and interrogation of modern medicine in arriving at a 
clinical diagnosis of the disease. 
 Siddhars have developed a unique method of diagnosing the disease by 
“En vagai thervugal”. 
 The Siddhar Thaeran mentioned it as follows. 
 ‘ehb ];ghprk; ehepwk; nkhoptpop 
  kyk; %j;jpukpit kUj;JtuhAjk;” 
        - NjiuaH 
The Siddhar Agasthiar also explained it as followes. 
 ‘nka;f;Fwpepwk; njhdp tpopeh ,Ukyk; iff;Fwp” 
      - mfj;jpaH itj;jpa rpe;jhkzp ntz;gh 400 
Hence the diagnosis is made by the following 
1. Naadi 
2. Sparisam 
3. Naa 
4. Niram 
5. Mozhi 
6. Vizhi 
7. Malam 
8. Moothiram 
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Naadi: 
 Naadi is the vitiating element of the body which is of three types viz Vatha, 
Pitha, and kaba. For examination of naadi of male patient his right hand is 
preferable and of female her left hand is preferable. Therefore physician will use 
his left hand for naadi examination of the male patient and use his right hand for 
female patients. 
 During naadi examination Vatha is felt by the tip of index finger, Pitha is 
felt by the tip of the middle finger and Kabha is felt by the tip of the ring finger. 
These three naadis are formed as follows: 
  Edakalai  + Abanan = Vatha 
  Pingalai  + Piranan = Pitha 
  Suzhumunai  + Samanan = Kaba 
The ratio between Vatha, Pitha and Kabha is 4:2:1. In pithakeelvayu the following 
types of naadi are seen commonly. 
  ‘fhzg;gh thjkPwpy; iffhy;fs; nghUj;J NehFk; 
   Czg;gh Fly;Gul;L kyk;ryk; nghUkpf;fl;Lk; 
    Czg;gh FspUq;fha;r;ry; clk;ngy;yhk; Fj;Jk; tha;T 
    tPzg;gh FjkpWf;fk; NtHitAk; NtHf;Fe;jhNd”. 
        - fhtpa ehb 
(ie) When Vatha is vitiated there is pain in the joints of hands and legs, 
retension of urine and constipation, shivering and fever with body pain and 
excessive sweating may also present. 
 ‘nrhy;ypa Iaj;NjhL gpj;jKk; $bw;whdhy; 
  ty;ypak; Nghyf; Fj;Jk; ike;jNd vYk;G NjhWk;” 
         - fhtpa ehb 
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(ie) When Kabha and Pitha are vitiated excruciating pain in bone will 
occur. 
 ‘thl;bLk; Nrj;Jkj;jpy; te;jpLk; thjkhfpy; 
  ehl;ba fhy;fs; NghNy euk;ngy;yhk; typj;J epw;Fk;” 
        - mfj;jpaH ehb 
(ie) When Kabha and Vatha are vitiated pain and restricted movement will 
occur. 
 
  ‘gpj;jj;jpy; thjkhfp gplhpAq;fhYq;ifAq;> 
   Fj;jJ NghNyahFq; FWjp nka;gJWk; gpd;Nd> 
   mj;jpahAyUNkdpahf KQ;Ruj;jhy; Nehthk;> 
   Gj;jpAkbAkpe;jg; nghWikNgha;f; NfhgkhNk.” 
        - mfj;jpaH ehb 
When both pitha and vatha vitiated pricking pain occurs in both upper and 
lower extremities and also around the nape of the neck. 
  ‘jpUj;jkhk; thjj; NjhNljPq;nfhL gpj;jk; Nrhpw; 
   nghUj;Jfs; NjhWk; nehe;J NghjNu gpbf;Fk;” 
        - Nehapd; rhuk; 
 Vitiation of vatha and pitha leads to the formation of joint pain 
  ‘mwpe;JghH thjNk jdpj;jjhdhy; 
   rhpe;jplNt fhy; Klf;Fk;” 
      - mfj;jpaH ,uj;jpdr; RUf;fk; 
 When vatha gets vitiation it causes restriction of movements in lower 
extermities. 
Naa: 
In vatha diseases tongue may be in dark colour. In pitha diseases it will 
turn into yellow colour. In Kabha diseases it will be turned into white colour. 
In pitha keelvayu it will seen as dried one. White coated tongue may also 
be seen. 
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Niram: 
In diseased condition the colour of the affected part and also the general 
colour of the body may be altered according to the severity of the diseases. 
In pitha keelvayu the affected joint will be seen red in colour. 
Mozhi: 
Speech will be affected in vatha diseases when piranan, uthanan, kirugaran 
and devathathan are disturbed. 
In pithakeelvayu speech will not be affected. 
Vizhi: 
Normaly vizhi will be affected in old age. In certain diseases like 
mathumegam and kuruthi azhal vizhi will be affected in the middle age. 
In pithakeelvayu which is the disease of 4th decade vizhi will begin to loose 
its accuracy and clarity. 
Malam: 
Constipation will increase the vatha. Purgation will decrease the vatha. 
Malam may be affected more or less in pitha keelvayu. 
Moothiram: 
 The waste materials are excreted through urine from the body. 
 Moothiram is affected mainly in mathumegam, Vellai, vettai etc. 
 In pitha keelvayu alone there will be no specific change in neerkuri. 
But in neikuri the appropriate findings may be seen according to the 
derangement of muthodham and yakkai elakkanam. 
Sparisam: 
 The abnormal increased sparisam is clinically called as vali (pain) 
In pithakeelvayu sparisam is affected and there by production of pain in the 
affected area that is the joints. It is the main clinical symptom of this disease. 
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Neha; epjhdk; (D.D) 
 Azhal Keel Vayu in differentiated from other types of keel vayu as follows.  
1. Vazhi Azhal Keel Vayu: 
‘thjgpj;jf; fPy;thAtpd; tUq;Fwp rhw;wf; Nfsha; 
  VjhkhH ke;jNkg;gk; ,iur;rYk; tapw;wpw;fhZk; 
  XjUq; Fj;jy; tPf;fk; Va;jypy; vhpr;rYz;lhk; 
  fhjW Kwf;f kpd;ik fha;r;rYk; fhZk; fz;lha;” 
-  rghgjp ifNaL 
Vazhi azhal keel vayu have the symptoms of ajeeranam (Indigestion), 
aeppam (Eructation), and vayiru eraichal (Abdominal Discomfort).  This disease 
occurs due to excessive intake of food which increases vatha and pitha (Eg. 
Mutton, Egg, Tuber and Sour) and frequent intake of liquors.  Laziness may also 
produce this disease. 
2. Azhal vali keelvayu: 
 ‘ntapypilj;jphpjy; gpj;jkpFFz tUe;j Ys;sk; 
  gapYW ftiyahjpg; gz;gpdhy; gpj;j thjk; 
  fapYW tha;T Njhd;wpf; ifg;Gld; kaf;fk; the;jp 
  ,aYW kpy;ypw; nre;ePH ,wq;fyhy; Nehf;Fq; nfhs;Sk;” 
    - rghgjp ifNaL 
               It is charactised by pain and swelling of the joint associated with bitter 
taste, vomiting, fainting, bleeding from the gums. 
3. Azhal Iya keelvayu: 
 ‘kpjypyhf; fy;tpia kpFtpf;FKz;b gpj;jf; 
  fjKW nrayp tw;wpw; fhz;gpj;jf; fgf;fPy;thA 
  ,jkW kaf;fk; the;jp vhpRuj; jiyNeha; tPf;fk; 
  kjfhp ed;gpd; khHG Jbg;Gld; vhpTk; nra;Ak;” 
              - rghgjp ifNaL 
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It is characterised by pain and swelling of the joint associated with 
vomiting, fainting,hyper pyrexia,headache and palpitation. 
4. Santhu Vatham: 
 ‘nra;ifjhd; re;JfSkpfj; jpkpHe;J 
  nrlnkq;F nehe;JNk kpf mow;wp 
 ieifaha; eSj;JNk kapHf;$r;rpl;L 
  ehzpNa Kd;Nghy eif nfhlhJ 
 ikifjhd; kaf;fnkhL tha;eP&Wk; 
  twz;bLNk ehTjhdbf; fbf;F 
 ifijjhd; euzpjdpw; whpf;nfhzhJ 
  rQ;rypf;FQ; re;Jthk; thjq;fNs”. 
  - A+fp itj;jpa rpe;jhkzp 
It is characterized by body pain, all joints pain, not able to walk normally, 
deleriusness and excess salivation and dryness. 
PARIHARA MURAI FOR AZHAL KEEL VAYU: 
‘itj;jpar; nray; itj;jpakhNk” 
      - jpU%yH 8000 
So in siddha, treatment is not only for removal of the diseases but for the 
prevention and improving the body condition after removal of disease. This is 
called as Kappu or Neekkam or Niraippu. 
In neekkam the following principles must be noted. 
  ‘Neha;ehb Neha; Kjy; ehb mJjzpf;Fk; 
  tha;ehb tha;g;gr; nray;..” 
 ‘cw;whdsTk; gpzpasTk; fhyKk; 
  fw;whd; fUjpr; nray;” 
So it is essential to know the disease and the cause for the disease before 
treating the patient. So also the nature of the patient the degree of illness, and the 
season and time of the occurance of symptoms must be noted. 
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Line of Treatment: 
 It includes 
1. To regularize the vitiated vatha by administrating purgatives or 
laxatives 
2. Internal medicines and if necessary external medicines must be given to 
normalize the affected udalthaathus. 
3. Special therapeutic measures such as yogasanas, thokkanam, and 
ottadam to hasten the prognosis. 
4. Proper diet habits should be advised. 
Muthoda Samanilai: 
 This is the first step in the management of disease in siddha system of 
medicine. Here vatha is abnormal (ie) elevated from its normal level. It leads to 
elevation of pitha and decrease of kaba. 
  
The Vatha, Pitha and Kaba are observed in the body as follows. 
  Vatha - Lukewarm 
  Pitha  - Hot 
  Kaba  - Cold 
The normal ratio of these three thathus is as follows 
  Vatha  : Pitha  : Kabha 
  1  : ½   : ¼  
     or 
  4  : 2  : 1 
 Purgation is best for neutralizing vitiated vatha. That is why Vellai ennai 
10 ml at morning is given in the first day to every patient who are affected by this 
vatha disease. 
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Kappu (Prevention) 
To prevent Azhal keel vayu,  
1. Control the body weight by diet and exercise.  
2. Modify the nature of work which gives stress to a particular joint (e.g) 
Avoid prolonged standing and long distance walking.  
3. Avoid taking excess sour, astringent and bitter tasted foods.  
4. To follow the “Noi Anuga Vithi” described as follows.  
Nehapd;wp tho topKiwfs;: 
1. nte;ePh;> ePh; fye;j Nkhh;> nea;apid cUf;fpAk; rhg;gpl Ntz;Lk;.  
2. ehs; xd;Wf;F ,UKiw kl;Lk; czT cz;z Ntz;Lk;. (gfy; 
mWRit czT> ,uT rpw;Wz;b) 
3. Kjy; ehs; rikj;j czTfis cz;zf; $lhJ.  
4. grpj;j gpd;Gjhd; czT mUe;j Ntz;Lk;.  
5. ,dpg;G RitAs;s nghUl;fisj; jtph;f;f Ntz;Lk;.  
6. thioapd; ,sk;gpQ;rpidNa cztpy; Nrh;j;Jf; nfhs;s Ntz;Lk;. 
7. fpoq;Ffspy; fUizf;fpoq;F kl;LNk mjpfkhfg; gad;gLj;j 
Ntz;Lk;.  
8. ngUe;jhfk; nfhz;lhYk; cg;G ePh; mUe;jf;$lhJ.  
9. czT cz;lgpd; rpwpJ FWeil nry;y Ntz;Lk;.  
10.  ,utpy; gRtpd; ghiy mUe;j Ntz;Lk;.  
11.  ed;F Gspj;j japh; cz;zf; $lhJ.  
12.  fd;Wld; $ba gR> nja;tk;> Kd;Ndhh;fs;> FU MfpNahiu  
ehs;NjhWk; tzq;f Ntz;Lk;.  
13.  fhiy ,sk; ntapiyj; jtph;j;jy; ey;yJ.  
14.  kyk;> rpWePh; Mfpatw;iw mlf;ff; $lhJ.  
15.  gfy; cwf;fk; nfhs;sf;$hlJ.  
 42
16.  khjtplha; khjh;fsplkpUe;J cz;lhFk; Jh;kzKk;> ML> fOij, 
Jilg;gk; ,itfspd; J}rp ek;Nky; glf;$lhJ.  
17.  czT> cwf;fk;> kyk;> rpWePh; fopj;jy;> mOf;fhil> mzpjy;> 
rPg;gpl;L rPTjy; Mfpad khiyapy; $lhJ. (#hpa m];jkdj;jpy;) 
18.  thrid nghUl;fisAk;> g+f;fisAk; eL ,utpy; Kfuf;$lhJ.  
19.  ,lf;ifia jiyf;F fPo;itj;j cwq;f Ntz;Lk;.  
20.  efj;jpdpd;Wk; clk;gpypUe;J rpe;Jfpd;w ePh; gpwh; clypy; glhky; 
jtph;f;f Ntz;Lk;.  
fhy xOf;fk; 
1. %d;W ehl;fSf;F xUKiw fz;ik ,l;Lf; nfhs;s Ntz;Lk;. 
(fhprhiy ik) 
2. ehd;F ehl;fSf;F xUKiw vz;nza; Fspay; nte;ePhpy; nra;J 
nte;ePiuNa md;W mUe;j Ntz;Lk;;. 
3. VO ehl;fSf;F (thuk;) xUKiw Kfr;rtuk; nra;a Ntz;Lk;.  
4. 45 ehl;fSf;F xUKiw erpa kUe;J vLj;Jf;nfhs;s Ntz;Lk;. 
(Fg;igNkdpr;rhW> Jk;igr;rhW) 
5. 4 khj;jpw;F xU Kiw Ngjpf;F kUe;J vLj;Jf;nfhs;s Ntz;Lk;.  
6. MW khj;jpw;F xUKiw the;jp kUe;J vLj;Jf;nfhs;s Ntz;Lk;.  
7. tajpw;F %j;jngz;Zld; clYwT $lhJ.  
8. khjk; xUKiw kl;Lk; rpw;wpd;gj;jpy; <LgLjy; eyk; jUk;.  
9. gfw;nghOJ kw;Wk; khiy Ntisfspy; clYwT nfhs;sf;$lhJ.  
NEEKAM (TREATMENT): 
 ‘%d;wpnyhd;W ah;e;jij Kd;dwpe;J 
  Ke;jpaij nahoj;jpl kUe;jpL 
  jzpAk; Nehapd; je;jpukpJNt 
  Ngzpf; fzpj;jpbd; gpwtha; gpd;Fzk;” 
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Since the Siddha system of medicine is based on Mukkutra theory the 
treatment is mainly aimed in bringing the three dhoshas into its equilibrium state.  
 Since Azhal keelvayu is one of the vatha diseases, the deranged vatha the 
affect the Pitha also.  
‘tpNurdj;jhy; thje;jhOk;” 
According to the “Siddha literatures” vitiated vatha may be suppressed by 
giving purgatives.  
 But in the Azhal keel vayu pitha become excess, so the synovial fluid, get 
dried; so in the joint the proximal and distal bones get friction and ulceration 
occur.  Due to ulceration and erosion both bones get union.  Hence ankylosis of 
the joint occurs, so movements of the joint restricted and atrophy of muscles 
occur. Thus the joint lost its function.  
Kanma Neekam: 
 ‘eypahNy te;j fd;kk; jPUntd;why; 
  ed;kuq;fs; fpzWntl;ly; Fsq;fs; ntl;ly; 
  nja;tjyq; Nfhtpy; fl;lj; jPUk;ghU 
  vspjhd ghyfh;f; fhguzk; kPjy; 
  vd;gnjd;w thjnky;yh kpile;JNghFk;.  
  Gopahd Neha; te;jhypg;gbNa nra;J 
  Gjpthf itj;jpaj;ij gpwF nra;Na” 
   - mfj;jpah; fd;kfhz;lk; 300.  
Agasthiar in his kanma kandam - 300 prescribed some specific expletory 
methods to get rid of the manifestation of the post misdeeds.  Those are 
implanting fruitful trees establishing garden, laying road and pathway, digging 
wells and ponds for public use, constructing temples, donating ornaments to poor 
children must be done.  
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Treatment of Azhal keel vayu in the text “Siddha Maruthuvam”  
Purgative: 
 The following purgative may be given firstly to balance the deranged 
Azhal. 
 Thrakshathy kudineer. 30ml to 60ml during the morning.  It may be given 
weekly two to three times. 
  Then to regulate the vatha, vatha kesari thailam or kazharchi thailam may 
be given in small quantity. 
  
Internal Medicine: 
1. Vanga chunnam – 65mg 
  Sirungi parpam – 65mg    with cow ghee 
  Pavala parpam – 65mg.   
2. Kalamega narayana chenduram – 65mg 
  Pavala parpam 65mg    with cow ghee 
  Muthu parpam – 65mg.  
3. Poorna Chandrothayam 65mg 
  Muthu parpam – 65mg    with cow ghee 
  Sirungi Parpam – 65mg.  
The duration of internal medicine for vatha disease:  
 ‘the;jp tpf;fy; fz khe;jk; Ngjpfl;F 
  kz;lynkhd;W ciwthjk; fhkpyq;fk; 
  Nfe;jpU kz;lyk; Kiw gw;ghz;L Nrhig 
  vd; kNfhjuk; gphpjp Jzpfl; $f;fk; 
  Xa;e;jpLk; kz;ley;Yiw ehl;nrd;W 
  Xoptpy; Ruq;fl;Fiw kz;ly ehd;Fd;dp 
  khe;jpLNgh kpj;jpukhd rfy Neha;f;Fk;. 
  kUe;J}l;Gz; kPl;Lkit thl;lhthNw” 
-  gjhh;j;j Fz rpe;jhkzp  
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 According to the above verse 82 days are necessary to treat vatha disease, 
by that relapse is prevented.  
External Medicine: 
1. Ulunthu thilam – Bandaged with the oil is best 
2. Vallari Nei 
3. Kukkil Vennai.  
Fomentation:  
 Fomentation with the hotwater dipped, squeezed cloth will give good 
relief.  If it is done is night it will reduce the morning stiffness.  
 Fomentation with heated fresh primai (Bacopa monnieri) gives relief from 
pain and swelling.  
 Like that fomentation with the leaf of erukku (calotropis gigantia) with 
lime fruit pieces will give good relief from swelling and pain.  
Sareera Sanjalam: 
 It is a method to move the joints in their normal directions for 20 to 30 
times and 2 to 3 times daily.  
Diet: 
 Easily digestable foods are good.  Vegetables and soups of chest bone and 
joints bones of the goat are good.  Meat of the goat and flesh of birds like “Kadai” 
“Gowdari” are may be given.  Avoid fish, is necessary young prawn may be fried 
with brinjal or beens.  
Diet restrictions,  
 ‘GspJth; tpQ;R fwpahy; 
  G+hpf;Fk; thjk;”. 
 Excess sour astringent tasted foods increase Vatha dhosha.  So avoid such 
tasted food are necessary.  
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Niraivu (Restoration) 
 The topic “Niraivu” deals about the description to avoid the recurring of 
the disease.  
 After treatment effort should be taken to clear the residual effects of the 
disease, to bring back the body condition of the patient to normal, this treated as 
Niraivu.  Patient should also be mentioned to adhere to the preventive methods.  
 For Azhal keel vayu patients advice to avoid stress in the affected joints is 
a must.  So prolonged walking and standing for long time should be avoided.  
 To follow all the preventive methods mentioned in the topic ‘Kappu’ will 
give good result to the patients.  
gj;jpak; (Dietary restrictions) 
,r;rhgj;jpaj;jpy; ePf;Fk; nghUs;fs;:  
 ‘fLF fw;wpyj; njz;nzk; $o;g;ghz;lq;fs; fliy 
  tLtjhfpa njq;Fkh tUf;if ew;fhak; 
  kbtp yhjnts;Ss;spnfhs; Gifapiy kJngz; 
  ,lW ghfNyh lfj;jp ePf;fplypr; rhgj;jpak;.”  
     - rpj;j kUj;Jthq;fr; RUf;fk;.  
  
fLF> vs;nea;> fypahz G+rzpf;fha;> fs;> fliy> Njq;fha;> khq;fha;> 
gyh> fhak;> cs;spg;G+z;L> nfhs;> Gifapiy> ngz;fs;> Nrh;f;if> ghfy;> 
mfj;jp ,itfis ,r;rhgj;jpaj;jpy; ePf;f Ntz;Lk;. 
  
 ‘GspJth; tpQ;Rk; fwpahy; G+hpf;Fk; thjk;” 
 
 Gspg;G> Jth;g;G> RitAs;s czT tiffis ePf;f Ntz;Lk;. 
njhf;fzk; 
 thj Kjypa Kf;Fw;wg; gpzpf;fyg;ghy; cz;;lhFk;.  cly; typia 
ePf;f cliyg; gpbg;gJ.  
 ,J ntWq;ifapy; jltpg;gpbg;gJ vd ,Utifg;gLk;.  
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,jd; Fzk;  
 ‘njhf;fzj;jpdh ypuj;je; Njhy; Cdpitfl;F 
  kpf;f rTf;fpaQ;r kPuDk; Ngh - nka;f;jpf 
  Gl;bAwf;fk; Gzh;r;rp apitfjpf;Fk; 
  gl;l miyr;ryWk; ghh;”.  
- Njud; jU 
moy; fPy; thAtpy;> NehAs;s nghUj;Jfis gpbj;jy; Kiwapy; 
ijyk; jltpNah> jlthkNy nra;ayhk;. 
 Massage theraphy can soothe pain, relax stiff muscles, and reduce the 
swelling that accompanies arthritis. Massage and gentle stretching help maintain a 
joint’s range of motion. 
 In osteoarthritis, gentle massage can help ease the pain. Start by putting a 
little vegetable oil or massage oil on your fingertips. Then work slowly around the 
affected joint, making small, gentle circles with your fingertips. It’s best to avoid 
massage directly on the joint; stay just above and below it with your fingertips. 
Work on the area around the joint for three to five minutes each day. 
 Massage is believed to be beneficial effects in several ways. Besides being 
physically and emotionally relaxing, massage improves blood and lymph 
circulation, reduces nerve irritation and brings fresh oxygen and other nutrients to 
the affected tissues. Massage may also cause the body to produce fewer stress 
hormones like cortisol and norepinephrine (formerly adrenalin), and may also 
increase the body’s production of pain-killing endorphins and the mood-altering 
hormone serotonin. 
Yoga Therapy: 
 Yoga is a science of conciousness. It is an integrated system of techniques 
by which we develop our hidden potentials to the fullest. Our qualities of love, 
joy, security, confidence, discrimination, intelligence, intuition, higher ablities and 
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awareness, expand as we practice yoga. This is the fundamental aim and use of 
this ancient system. 
 A great number of people suffering from various diseases achieved 
permanent cure through yoga therapy within a peried of two to three months from 
diabetes, arthritis, asthma, gastro – intestinal disorders, nervous tension and 
various other diseases. 
Arthritis – In Yogic Treatment: 
1. Yogasanam: Trikonasana, Padmasana, Vajrasana, Gomuthasana, 
Konasana, Bhujangasana, Shalbasana, Dhanurasana, Halasana, 
Garudasana, Sarvangasana, Shavasana. 
2. Pranayamam. 
3. Hot water fomentation. Take bath in hot water in winter. 
4. Do general massage with mustard oil on joints. 
Diet: 
 Eat Orange, apple or any fruit except banana, germinated gram, chapatti 
and green vegetables. In lunch and dinner take salad, chapattis, green 
vegetable, saag etc. 
 Drink 10 glasses of water during the day. Avoid curd, fried food, cold 
drinks, rice, potato etc. 
 Garlic soup be taken with meals. Rub lemon juice over the affected 
part. 
 Drink the juice of amala with honey 
 Eat basan with ghee. Don’t use salt in it. 
 Lie down and do cycling exercise  with legs and hands. 
 Take soaked resins, black resin /guava at 80am 
 Take carrot juice at 11 am 
 Take carrot juice at 3 pm 
 Take salad, boiled vegetables / fruit at 6pm 
 Diet plays an important role in the disease. 
 49
Other Treatment: 
 Avoid milk, coffee, sweat meats, gram flour, maida, preparations and 
greasy food. 
 Application of ghee in navel in clockwise direction with right thumb is 
useful. 
 Apply ginger juice / garlic juice / castor oil / glycerine on the major 
joints like knee / elbow / ankle/ wrist a useful. 
 Take lemon juice 
 Apply apple pulp on the affected joints. Take apples also. 
 Burn some garlic cloves in castor oil store in a bottle. Apply at the site 
of pain. 
 Have positive attitude. 
 
 Fasting is the best panacea to reduce this disease. In the beginning drink 
3 litre hot water mixed with 5 lemon. In case of fever take fresh fruits, 
vegetable juice and salad for a weak swelling, hardness and joint pain 
will be removed. Start sprouts, boiled vegetables and come on Roti, 
Dalia and balance diet. 
 
ASANAS: 
1. Padmasanam (Lotus Posture) 
Folding the legs in a manner where soles of both the feet are turned up like 
the petals of a lotus flower, straighten your spine. 
  Rhythm :  Normal breathing 
  Duration :  10 minutes 
Benefits: 
 Preserves normal elasticity and especially helps all the important muscles, 
ligaments and tendons of the lower extremities. 
2. Vajrasanam: (The Adamant pose) 
 In kneeling position with upturned feet, place buttocks in cavity formed by 
keeping the heels apart and maintain spine erect. 
  Rhythm :  Normal breathing 
  Duration :  5-7 minutes 
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Benefits: 
 Correct posture, better flexion of ankle and feet, relaxation of thigh 
muscles, good fixity, helps digestion and breathing, gives relief in back ache, 
mental conditioning preparatory step to meditation. 
3. Gomukhasanam: (Cow-head pose) 
 Try to clasp the fingers of both hands behind shoulder blades, sitting with 
both legs bent in a manner where knees are overlapping. 
  Rhythm :  Normal breathing 
  Duration :  5-7 minutes  
Benefits: 
 Tones of the muscles, tendons and ligaments of the knees, relieves back 
ache.  
 51
MODERN ASPECT 
 
JOINTS: 
 The place of union or junction between two or more bones of the 
skeleton is termed as a JOINT. 
Normal structures: 
 The joints are of two types - disarthrodial or synovial joints with a joint 
cavity and synesthrodial or non synovial joints without a joint cavity. 
 
 
 
 
 
 
 
 
 
 
Most of the disease of joints affects disarthrodial or synovial joints. In 
disarthrodial joints, the ends of two bones are held together by joint capsule, 
ligaments and tendons inserted at the outer surface of the capsule. The articular 
surfaces of bones are covered by hyaline cartilage which is thicker in weight – 
bearing areas than in non – weight bearing areas. Few exceptions the temporo – 
mandibular joints and those involving the clavicle are between the ends or 
other circumscribed surfaces of endochondral bones. 
 The joint space is lined by synovial membrane or synovium which 
forms synovial fluid that lubricates the joint during movement. 
  
Fibrous  joints 
Joints 
[articulation / Junction] 
Solid joints Cavitated  joints 
Cartilogenous  
joints 
Synovial  
 joints 
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The capsule is lined by synoival membrane which also covers all 
intrarticular surfaces except those in compression contact during activity. These 
include non articulating osseous surfaces, tendons and ligament partly or fully 
with in the fibrous capsule as in the shoulder and knee. 
 Articular surfaces mostly formed by a special variety of cartilage which  
has a wear – resistant, low frictional and lubricated surface, slightly 
compressible and elastic and thus ideally constructed for easy movement over a 
similar surface but also able to absorb large forces of compression and here 
generated gravity and muscular power.  
Synovial Membrane: 
 Synovial membrane lines non-articular areas in synovial joints, bursae, 
tendon sheaths, all regions where movement occurs between opposed surfaces. 
Egg-albumin (Synovial) secreted and absorbed by the membrane.  It lines 
fibrous capsule and covers exposed osseous surfaces, intracapsular ligaments 
and tendons.  The synovial membrane is composed of inner layer 1-4 cell thick 
synoviocytes and outer layer of loose vascular connective tissue.  On electron 
microscopy, two types of synoviocytes are distinguished type A and type B. 
Type A synoviocytes are more numerous and are related to macrophages and 
produce degradative enzymes, while type B synthesis and hyaluronic acid.  
Synovial Fluid:  
 Synovial fluid is a clear, light yellow, viscous fluid, which serves to 
lubricate the articular surfaces of the joints.  
 It is a dialysate of the blood plasma with mucin and hyaluronic acid 
added to the secretions from the synovial cells.  
 The main functions of the synovial fluid are lubrication and nourishment 
of the articular cartilages, disc, lubrication and reduction of erosin.  
 Analysis of the synovial fluid is helpful in diagnosing various types of 
arthritis by changes in its viscosity, cell content and biochemical feature.  
 53
Approximate Amounts and Ranges of Substances in Synovial Fluid.  
(Text book of Biochemistry West / Todd / Mason / Vam Breggen) 
 1. Proetin  - 2.89/100g 
  Albumin  - 1.99/100g 
  Globulin  - 0.9/100g 
  Fibrinogen  - Nil 
 2. Aminoacid  - Nil 
 3. Total lipid  - Nil 
 4. Cholesterol  - Nil 
  Fatty acid  - Nil 
 5. Creatinine  - Nil 
  Urea   - Nil 
 6. Glucose  - 65-90mg/100g 
 7. Sodium  - 310mg/100g 
 8. Potassium  - 310mg/100g 
 9. Calcium  - 10mg/100g 
 10. Chlorides  - 3.28mg/100g 
Phosphorous inorganic  -  Nil 
CO2 content (vol %)  -  Nil 
PH     -  7.29 - 7.49 
Water    -  96.6 g / 100g.  
The Synovial Cavities: 
 The joints cavities and the bursae are known as SYNOVIAL 
CAVITIES. The synovial cavities contain large amounts of 
mucopolysaccharides much more than normally present in the interstitial fluid. 
The origin is not known through presumably it is secreted by the surrounding 
connective tissue cells.  
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 In the synovial cavities excess, proteins are likely to collect in the 
potential spaces and these must be returned to the circulatory system through 
the lymphatics, otherwise the space swells. 
Fatty Pads: 
 These are present in some synovial joints. These fatty deposits are 
situated between the synovial membrane and capsule or between the capsule 
and the bone Eg. Knee Joint. 
Ligament: 
 In the large joints they are formed from capsule as a specialized part of 
the capsule. Eg. Ligaments of the knee joint. 
Bursae: 
 They facilitate movements. They may be continuous with the joint 
cavity eg. suprapatellar bursae of knee joints. 
Articular Disc: 
 These may be fibrocaritilaginous pads they divide the joint cavity into 
two compartments. 
Articular cartilage: 
 The ends of the bones in synovial joints are covered with a layer of 
articular cartilage. This avascular tissue that consists of cartilage cells 
(Chondrocytes) embedded in a thick matrix of proteoglycans, water, type II 
collagen and smaller amount of other proteins. 
 The most wide spread type of cartilage is   hyaline cartilage which 
covers the articular surface of bones. Articular cartilage is a smooth glistening 
resilient of a hyaline cartilage. Articular cartilage distributes load across joints 
minimizing the peak stresses on subchondral bone. 
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Composition of Articular Cartilage: 
Fibrous Components: 
 Collagen accounts for more than half the dry weight of adult human 
articular cartilage. 
Water: 
 The water content of the articular cartilage constituets approximately 
75% of the net weight. 
The Ground Substance: 
1. Protein Polysaccharide Complexes (PPC) 
2. Glycosaminoglycans (GAG) 
Chondriotin sulphate 45-75%  Keratan sulphate 50% 
Extracellular lipid: 
 Lipid constitutes about 1% of the net weight. 
Zones of articular cartilage: 
1. Superficial layer (tangential zone) 
Makes up 10% of cartilage 
Two Sub Zones 
a. Fibrilar sheet – most superficial layer 
Clear film consisting of a sheet of small fibrils with little 
polysaccharide and no cells. 
b. Cellular layer with flattened chondrocytes: 
Flat chondrocytes and collagen fibers are arranged tangentially to the 
articular surface. 
Thinnest layer, with the highest content of collagen and the lowest 
concentration of proteoglycans. 
Collagen (type IX) is arranged at right angles to adjacent bundles and 
parallel to the articular surface. 
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Subsequently has greatest ability to resist shear stresses and serves as a 
gliding surface for joint. 
May also function to limit passage of large molecules between synovial 
fluid and cartilage. 
Superficial zone is the first to show changes of osteoarthritis. 
2. Transitional layer: 
This zone involves transition between the shearing forces of superficial 
layer to compression forces in the cartilage layers. 
 composed almost entirely of proteoglycans 
 Spherical chondrocytes 
 Less strongly bound. 
3. Deep radial layer: 
 Largest part of the articular cartilage 
 It distributes loads and resists compression 
 Collagen fibres and chondrocytes are perpendicular to subchondral plate 
4. Calcified cartilage layer 
 Contains the tidemark layer 
 Tidemark is basophilic line which stradles the boundary between 
calcified and uncalcified cartilage. 
 Separate hyaline cartilage from subchondral bone. 
 Type X collagen is present mainly in the calcified cartilage layer and in 
hypertrophic zone of the growth plate. 
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ANATOMY OF KNEE JOINT 
The knee joint is the largest and most complex joint of the body. The 
complexity is the result of fusion of three joints in one. It is formed by fusion 
of the lateral femorotibial, medial femorotibial and femoropatellar joints. Thus 
the knee joint is formed by condyles of femur, condyles of tibia and patella. 
The structures are briefly discussed here. 
LIGAMENTUM PATELLAE: 
Orgin: Apex of the patella, upper half of tuberosity of the tibia. 
It is the degenerated tendon of insertion of quadriceps femoris.  It is 
separated from the synovial membrane of knee joint by the infrapatellar pad of 
fat. 
MEDIAL TIBIAL COLLATERAL LIGAMENT: 
Orgin: Medial epicondyle femur, medial margin and the adjoining medial 
surface of the tibia.  
It is the degenerated tendon of insertion of adductor magnes muscle. 
LATERAL FIBULAR COLLATERAL LIGAMENT: 
Orgin: Lateral epicondyle of femur, head of fibula closed to the styloid 
process.  
Laterally, it contains the degenerated origin of the peroneus longus 
muscle. 
OBLIQUE POPLITEAL LIGAMENT: 
This is an expansion of insertion of semi-membranous muscle. 
ARCUATE POPLITEAL LIGAMENT: 
This is a Y-shaped posterior expansion from the short lateral ligament. 
CRUCIATE LIGAMENT: 
These fibrous bands are intracapsular but extra synovial structures. The 
anterior and posterior cruciate ligaments cross each other within the joint cavity 
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from intercondylar notch of femur to the intercondylar eminence of tibia to 
maintain anteroposterior stability of the knee joint. 
SEMILUNAR CARTILAGES: 
There are two fibrocartilagenious crescentric shaped discs called 
menisci (medial meniscus and lateral meniscus), which deepen the articular 
surfaces of the condyles of tibia. They stabilize the joint by preventing lateral 
displacement of bones. Compositional changes occur with ageing and 
degeneration within the menisci; these reduce the ability to resist tensional 
forces. 
Functions: 
1. To make the tibial articular surfaces more concave and wider 
2. To absorb the shocks received by the joint  
3. To fill up the dead space with in the joint cavity during movements. 
4. To spread the synovial fluid evenly on the articular surface.  
5. They also have a sensory function. These menisci are not covered with 
synovial membrane. 
TRANSVERSE LIGAMENT: 
This fibrous tissue connects anterior ends of medial and lateral 
semilunar cartilages. 
SYNOVIAL MEMBRANE: 
This lines the inner surface of the capsule except posteriorly where it is 
reflected towards by the cruciate ligaments. The membrane enters the joint on 
either sides of the cruciate ligaments and ends of the menisci and making them 
intracapsular but extra synovial structures. In front, it is prolonged upwards as 
the supra-patellar bursa. 
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FIBROUS ARTICULAR CAPSULE: 
This capsule is very thin and is deficient anteriorly, where it is replaced 
by quadriceps femoris, the patella and the ligamentum patellae. The Synovial 
membrane of the joint extends above the patella through this opening and the 
extension is called as supra patellar bursa. 
BURSAE AROUND THE KNEE: 
As many as 13 bursae have been described around the knee; four in 
anterior, four in lateral and five in medial. 
BLOOD SUPPLY: 
The knee is supplied by the anastamosis around it. The chief sources are; 
 Five genicular branches of popliteal artery 
 The descending genicular branch of the femoral artery 
 The descending branch of the lateral circumflex femoral artery 
 Two recurrent branches of anterior tibial artery 
 The circumflex fibular branch of posterior tibial artery 
NERVE SUPPLY:   
 Femoral nerve 
 Genicular branches of common peroneal nerve 
 Genicular branches of tibial nerve 
 Descending genicular branch of posterior division of the obturator 
nerve. 
Clasification of Joint Disease: 
Infective Arthritis (Bacterial, Viral, Parasite) 
Acute Infection: 
1. Acute pyogenic Arthritis 
2. Acute Gonococcal Arthritis 
3. Acute Rheumatic Arthritis 
4. Small pox Arthritis 
 60
Chronic Infection: 
1. Non specific 
a. pyogenic arthritis 
 2. Specific 
  a. Tubercular arthritis 
  b. Syphilitic arthritis 
  c. Gonococcal arthritis 
3. Parasitic Infestation: 
 a. Guinea worm arthritis 
II. Rheumatoid Arthropathy: 
Rheumatoid Arthritis: 
1. Rheumatoid arthritis (RA) Adult 
2. Juvenile Rheumatoid arthritis 
Sero Negative Spondylo Arthropathy: 
1. Ankylosing spondylitis 
2. Reiter’s disease 
3. Psoriatic Arthritis 
III. Degenerative Arthritis (Osteoarthritis, Osteo Arthrosis, Hypertrophic 
arthritis) 
 Generalised    Localised 
     Secondary to previous trauma 
     Secondary to structural abnormality 
     Secondary to RA 
     Cause unknown 
IV Neuropathic Arthropathy: 
 Tabes – Charcots’s Arthropathy 
 Syringomyelia 
 Leprosy 
 Diabetes Mellitus 
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V. Metabolic Arthritis: 
 Alkaptonurine Arthritis 
 Gout 
VI. Arthritis in systemic disorder: 
 Allergic arthritis 
 Haemophilic arthritis 
VII. Miscellaneous Joints: 
 Vilo –nodular synovitis 
 Synovial chodromatosis 
VIII. Neoplasms of Joints: 
 (Cyst, Xanthoma, Haemangioma, Giant cell tumour, synovioma) 
IX. Traumatic arthritis: 
 Direct trauma 
 Indirect trauma (Secondary to postural strain) 
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OSTEOARTHRITIS 
Synonym: 
 Osteo arthrosis, degenerative arthritis, chondromalacia arthritis, 
hypertrophic arthritis, Arthritis deformans, post traumatic arthritis. 
 These terms are used to refer degenerative joint disease Osteoarthritis. 
Definition: 
 Osteoarthritis is currently used to define an idiopathic, slowly 
progressive disease of diarthrodial (synovial) joints occurring late in life and 
characterized pathologically by focal degeneration of articular cartilage, 
subchondral bone thickening (sclerosis) marginal osteo chondral outgrowths 
(osteophytes) and joint deformity.  
Principle site of Osteoarthritis: 
Osteoarthritis preferentially targets only certain small and large joints, 
the knee and hip are the principal sites of significant disability.  Knee 
osteoarthritis is more prevalent than hip OA.  
Etiology: 
It is caused due to wear and tear.  If a joint were never put under stress, 
it would never become osteoarthritis.  Hence the relatively lightly stressed 
joints of the upper limb are in general less proving to osteoarthritis than the 
heavily stressed joints of the lower limb.  
Predisposing factor: 
1. Age  
<45 years - had 2% OA. 
45-64 years - 30% 
> 65 years - 68% 
Men and women are equally affected.  The disease is more severe and 
more generalized in women.  
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Hereditary:  
An epidemiologic study suggests that OA is an articular expression of a 
generalized constitutional condition resulting from inherited metabolic 
abnormalities.  
Obesity (increase mechanical stress): 
Plays a larger role in the etiology of the most serious cases of knee OA.  
It mainly affects the weight bearing joints.  It affects generalized pattern more 
typical in women than men.  
Areas of involvements  
In women, a more generalized involvement is usual in the distal 
interphalangeal joints and first carpomatacarpal joints are often affected.  
Men,the hips are commonly involved.  
Major trauma and repetitive joint use:  
Anterior cruciate ligament injury, meniscus damage (also menisectomy), 
articular cartilage damage leads to knee OA.  
Trimalleolar fracture will certainly develop ankle OA.  
Occupation:  
Hip OA common in farmer. 
Elbow OAin jack hammer operator.  
Hand OA in cotton mill workers. 
Sports activities: 
Ankle OA common in ballet dancers. 
Elbow OA, OA of shoulders in baseball pitchers.  
Metocarpophalangeal joint OA in prize fighters.  
Knee OA in footballer.  
Prolonged standing, bending, walking long distances over rough ground, 
lifting and moving heavy objects appear to increase the high risk of hip OA.  
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Development deformities: 
 Anatomical abnormalities of the knee and hip that are present at birth or 
that develop during childhood may result in accelerated is premature OA.  
 These abnormalities include genuvarum, genuvalgum, congenital hip 
subluxation, slipped capital femoral epiphysis and acetabular dysplasia.  
Prior Inflammatory Joint Disease:  
 Rheumatoid arthritis and septic arthritis many progress to OA. 
Nutritional Deficiencies: 
 Low Vitamin D and Vitamin C intake is associated with increased risk 
of knee OA progression.  
Metabolic and Endocrine Disorder:  
 Acromegaly notably affects cartilage.  
 Somatotropin stimulates chondrocytes, resulting in accleration and 
intensification of metabolic activity.  As ages advance, somatotropin deficiency 
becomes pronounced and in chondrocytes regressive changes and reduced 
metabolic activity ensue.  
 Diabetes show progressive abnormalities of chondrocytes and diabetics 
are uniquely susceptible to OA.  
Chemical Injury:  
 Systemically or locally administered chemical agents affect the viability 
and metabolic activity of articular cartilage chondrocytes (eq. steroids) 
Repeated Intra Synovial Haemorrhage: 
 In patients with defective clotting factors, repeated haemorrhage can 
lead to damage to articular cartilage and to subchondral bone structures.  Iron 
and pigment in matrix may alter the physical and chemical properties of 
cartilage, or the chondrocytes engulf large quantities of iron pigment within 
their cytoplasm perhaps causing lysosomal release of degradative enzymes.  
 It has been show that the prostoglandin concentration is diminished and 
synthetic activities of the chondrocyte are depressed.  
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Arthritis:  
 Arthritis can occur as a result of an imbalance between 
mineralocorticoids and glucocorticoids.  
Hertiable Metabolic Causer: 
 Eg. Alkaptonuria, Hemochromatosis, Wilson disease  
Hemoglobinopathies: 
 Eg. Sickle cell disease, Thalassemia.  
Neuropathic Disorder Leading to a Charcot Joint  
 Eg. Syringomyelia, Tabes Dorsalis, Diabetes.  
Disorders of Bone 
 Eg. Paget Disease, Avascular Necrosis. 
Classification  
 Primary OA. 
 Secondary OA.  
Primary OA: 
 No previous pathology 
 It is due to wear and tears changes occurring in old age in which weight 
bearing joints like hips and knees are commonly affected.  
Secondary OA: 
 Secondary to some previous pathology 
 It is due to an abnormal wear and tear in a joint caused by mechanical 
incongruity of the articular surfaces.   
 This incongruity may be the result of a preceding fracture involving the 
articular surface or partial destruction or deformity due to a previous disease.  
a) Group I Crystal Deposition Type: 
 Hyperparathyroidism 
 Haemochromatosis 
 Wilson’s disease 
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 Gout 
 Oxalosis 
 Calcium pyrophosphate deposition disease 
 Calcium phosphate deposition disease.  
b) Group II Necrosis or abnormality in the subchondral bone 
 Post traumatic OA 
 Aseptic necrosis 
 Leg – perthes disease 
 Paget’s disease 
 Steroid arthropathy 
c) Group III Abnormal joint laxity 
 Eclers Danlos syndrome 
 Osteogensis imperfacta 
d) Group IV abnormal cartilage growth or function  
 Acromegaly 
 Achondroplasia 
 Spondylo epiphyseal dysplasias 
 Mutiple epiphyseal dysplasias 
 Congentital hip dysplasia 
 Mucopolysacchoridoses, 
 Ochrnosis. 
 Diabetes mellitus.  
e) Group V synovial destructive of cartilage and bone 
 Post inflammatory OA 
 Post infection OA 
 Haemophilic arthropathy  
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PATHOLOGY 
 The cardinal features are: 
 Progressive cartilage destruction 
 Sub articular cyst formation 
 Sclerosis of the surrounding bone 
 Osteophyte formation 
 Capsular fibrosis 
 Joint mice or loose bodies 
The weight bearing joints such as hips, knee and vertebrae are most 
commonly involved but interphalangeal joints of fingers may also be affected 
Initially the cartilaginous and bony changes are confined to one part of 
the joint, the most heavily loaded part. There is softening and flaking or 
fibrillation, of the normally smooth and glistening cartilage. The term chondro 
malacic (Greek cartilage-softening) seems apt for this stage of the disease, but 
it is used only for the patellar articular surface where it features are one of the 
cause of anterior knee pain in young people. 
With progressive disintegration of cartilage, the underlying bone 
becomes exposed and some of the areas may be polished, or burnished, to ivory 
like smoothness. Sometimes small tufts of fibro cartilage may be seen growing 
out of bony surface. At a distance from the damaged area the articular cartilage 
looks relatively normal, but at the edges of the joint there are bony excrescence 
covered by thin blush cartilage the osteophytes. 
When the sub articular bone is cut through, this additional features come 
to light. Beneath the damaged cartilage the bone is dense and sclerotic. Often 
with in the area of subchondral sclerosis, and immediately subadjacent to the 
surface, are one or more cysts containing thick gelatinous material. 
The joint capsule usually shows thickening and fibrosis, sometimes to 
extraordinary degree. The synovial lining, as a rule, looks only mildly 
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inflammed; at the same times, however, it is thick and red and covered by villi. 
The histological appearance varies considerably, according to the degree 
of destruction. Early on, the cartilage shows small irregularities or splits in the 
surface, while in the deeper layers there is patching loss of metachromasia 
obviously corresponding to the depletion of matrix proteoglycans. Most 
striking however, is the increased cellularity and the appearance of clusters or 
clones of chondrocytes-20 or more to a patch. In later stages, the clefts become 
more extensive and in some areas cartilage is lost to the point where the 
underlying bone is completely denuded. 
The subchondral bone is thickened and may show marked osteoplastic 
activity especially in the deeper aspect of any cyst. The cyst itself contains 
amorphous material; its origin is mysterious; it could arise from stress 
disintegration of small trabeculae from focal areas of osteonecrosis or from the 
forceful pumping of synovial fluid through cracks in the subchondral bone 
plate. As in all types of arthritis small areas of osteonecrosis are quite common. 
The osteophytes are seen to arise from the edge of the articular surface as bony 
outgrowth covered by hyaline cartilage. 
The capsule and synovium are often thickened but cellular activity is 
slight however, some times there is marked inflammation or fibrosis of the 
capsular tissues. 
A feature of osteoarthritis, which is difficult to appreciate from the 
morbid anatomy, is the marked vascularity and venous congestion of the sub 
chondral bone.  
This may be shown in angiographic studies and the demonstration of 
increased intraosseous pressure. It is also apparent from the intense activity 
around osteoarthritic joints on radionuclide scanning. 
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PATHOPHYSIOLOGY  
STEPS IN ARTICULAR CARTILAGE BREAKDOWN IN OA 
 
 
        
 
 
 
   
 
 
 
 
 
 
 
 
 
External forces accelerate the catabolic effects of the chondrocytes and 
disrupt the cartilaginous matrix.  
Enzymatic destruction increase cartilage degradation, which is 
accompanied by decreased proteoglycans and collagen synthesis.  Changes in 
the proteoglycans render the cartilage less resistant to compressive forces in the 
joint and more susceptible to the effects of stress. Glycosaminoglycans are 
modified qualitatively and they become shorter as the cartilage ages.  The 
concentration of type 6 keratan sulphate increase during aging, to the detriment 
of type 4 keratan sulphate.  
Breakup and loss of 
proteoglycan and water 
Death of chondrocytes 
Repeated physical stresses 
Surface collagen fatigue 
failure. 
Slight cellular proliferation 
and matrix proteoglycan 
production. Collagen 
production. 
Loss of resiliency of 
cartilage Fissures and 
fragmentation 
Further cell damage 
Release of cathepsins 
+ 
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The change in proteoglycans reduce the capacity of the maolecules to 
retain water, which alters the biochemical properties of the cartilage 
The decreased strength of the cartilage is compounded by adverse 
alterations of the collagen, Elevated levels of collagen degradation place 
excessive stresses on the remaining fibers, eventually leading to mechanical 
failure.  The diminished elastic return and reduced contact area of the cartilage, 
coupled with the cyclic nature of joint loading, causes the situation to worsen 
over time.  
 Articular cartilage has an important role in distributing and dissipating 
the forces associated with joint loading. When it loses its integrity their forces 
are increasingly concentrated in the sub chondral bone. This result in focal 
trabecular degeneration and cyst formation, as well as increased vascularity and 
reactive sclerosis in the zone of maximal loading. 
Microscopically, flaking and fibrillations develop along the normally 
smooth articular cartilage surface.  The loss of cartilage results in the loss of 
the joint space.  Progressive erosion of the damaged cartilage occurs until the 
underlying bone is exposed.  Bone denuded of its protective cartilage continues 
to articulate with the opposing surface.  Eventually, the increasing stresses 
exceed the biomechanical yield of the strength of the bone.  The subchondral 
bone responds with vascular invasion and increased cellularity becoming 
thickened and dense (eburnation) at areas of pressure. 
 Furthermore, the traumatized subchondral bone may undergo cystic 
degeneration, due to either osseous necrosis secondary to chronic impaction or 
the intrusion of synovial fluid.  At nonpressure areas along the articular margin, 
vascularization of subchondral marrow, ossesous metaplasia of synovial 
connective tissue, and ossifying cartilaginous protrusions lead to irregular 
outgrowth of new bone (osteophytes).  Fragmentation of these osteophytes or 
of the articular cartilage itself results in intra-articular loose bodies (joint mice).  
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Clinical Features: 
 Patients usually present after middle age. Joint involvement follows 
several different patterns; symptoms centre either weight bearing joints (Hip or 
Knee) or the interphalangeal joints (Especially in women) or on any joint that 
has suffered a previous application (Eg, congenital dysplasia, osteonecrosis or 
intra-articular fracture). A family is common in patients with polyarticular 
osteoarthritis. 
 Pain is the usual presenting symptom it is often quite wide spread, or it 
may be experienced at a distant site-for example, pain in the knee from 
osteoarthritis referred to the hip. It usually starts insidiously and increases 
slowly over months of years. It is aggravated by exertion and relieved by rest 
although with time relief is less and less completes. The pain is worst in bed at 
night, when the patient has difficulty finding at any position of comfort.   
Causes of Pain: 
 Since articular cartilage is aneural, the joint pain in OA must arise from 
other structures. 
¾ Due to stretching of nerve endings in the periosteum covering 
osteophytes. 
¾ May arise from micro fractures in subchondral bone. 
¾ From medullary hypertension caused by distortion of blood flow 
by thickened subchondral trabeculae. 
¾ Stretching of joint capsule due to joint instability. 
¾ Muscle spasm. 
¾ Synovitis. 
 Palpation may reveal some warmth over the joint. 
 Periarticular muscle atrophy may be due to disease or due to reflex 
inhibition of muscle contraction. 
 In the  advanced stages of OA, there may be gross deformity, bony 
hypertrophy subluxation and marked loss of joint motion.  
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Causes of Pain in the Joints in Patients with OA: 
 Source      Mechanism 
 Synovium   -  Inflammation 
 Subchondral bone  -  Medullary  
     Hypertension,  
     Micro fractures. 
 Osteophyte   -  Stretching of periosteal  
        Nerve endings. 
 Ligaments   -  Stretch. 
 Capsule    -  Inflammation, Distention. 
 Muscle    -  Spasm. 
 Stiffness is common: characteristically it occurs after periods of 
inactivity but with time it becomes constant and progressive. 
 Swelling may be intermittent (suggesting an effusion) or continuous 
with capsular thickening or large osteophytes. 
Deformity may result from capsular contracture or joint instability but 
beware; it may have preceeded and contributed to the onset of osteo arthritis. 
 Loss of function though not most dramatic, is often the most distressing 
symptom. A limp, difficulty in climbing stairs, restriction of walking distance, 
or progressive inability to perform everyday tasks or enjoy recreation may 
eventually drive the patient to seek help. 
 Typically, the symptoms of osteo arthritis follow an intermittent course 
with periods of remission sometimes lasting for moths. 
 Although the patient complaints of only one or two joints, examination 
may show that others are affected in varying degrees. 
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Swelling and deformity may be obvious in peripheral joints at the hip, 
deformity is usually marked by postural adjustments of the pelvis and spine. In 
long standing cases, there is muscle wasting. Tell-tale scars denote previous 
abnormalities. Local tenderness is common and in superficial joint fluid, 
synovial thickening or osteophytes may be felt. 
 Movement is always restricted, but is often painless within the permitted 
range; it may be accompanied by crepitus. Some movements are more curtailed 
than others; thus at the hip extension, abduction and internal rotation are 
usually the most severely limited. 
 In the late stages joint instability may occur for any of three reasons” 
loss of cartilage and bone; asymmetrical capsular contracture; and muscle 
weakness.  
OA at specific joint sites: 
Erosive OA: 
 Distal and /or proximal interphalangeal joints of the hands are most 
prominently affected.  Erosive OA tends to be more destructive than typical 
nodal OA. 
Nodal generalized OA 
It is characterized by 
 Polyarticular – interphalangeal joint (IPJ) OA 
 Heberdens (± Bouchards) node 
 Marked female preponderance 
 Peak onset in middle age 
 Good functional outcome for hands 
 Predisposition to OA at other joint (especially at knee) 
 Strong genetic predisposition. 
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Age Group: 
 Middle age women in forties or fifties. 
Symptoms: 
 Pain, stiffness and swelling of one or few fingers IPJs. 
 Gradually over many months, more finger IPJs (distal > proximal) are 
recruited. Affected joints develop posterolateral swellings each side of the 
extensor tendon. They slowly enlarge and harden to become Heberden’s (distal 
IPJ) and Bouchard’s (proximal IPJ) node. 
 Typically each joint goes through a phase of episodic symptoms (1-5 
years). While the node evolves and OA develops in the underlying IPJ. 
 Once fully estabilished, however symptoms usually subside and hand 
function often remains relatively unimpaired. Affected IPJs often show 
characteristic lateral deviation reflecting the asymmetric focal cartilage loss of 
OA. 
 Involvement of first, carpometacarpal joint is also common. At this site 
marked osteophyte and subluxation may result in “thumb base squaring”. 
Thumb base OA occasionally causes more chronic symptoms and functional 
impairment than IPJ OA. 
 People who develop nodal OA are at increased risk of subsequently 
developing OA at other sites generalized OA especially at the knee. 
 Nodal generalized OA has a very strong genetic predisposition. Daughters 
of a affected mother has one in three chance of developing nodal OA. Nodal 
OA with multiple nodes and symptom onset in middle age. Others have a 
prolonged symptom phase and overt IPJ inflammation and IPJ instability in 
some fingers, with subchondral erosion on radiograph. 
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Thumb Base: 
 The second most frequent area of involvement of OA is the thumb base.  
Swelling, tenderness, and crepitus on movement of the joint are typical.  
Osteophytes may lead to a “squared” appearance of the thumb base. 
The Hip: 
 Congenital or developmental defects (Eg. Acetabular dysplasia, slipped 
capital epiphysis) may be implicated in as many as 80 percent of cases of hip 
OA. 
The Knee: 
Main targets 
i. Patello femoral compartment 
ii. Medial tibiofemoral compartment 
Trauma is important risk factor in men and is unilateral OA. In women 
OA is bilateral and symmetrical. 
OA on the medial compartment may result in a varus, (bow-leg) deformity; in 
the lateral compartment it may produce a valgus (knock-knee) deformity.  A 
positive “shrug” sign (pain when the patella is compressed manually against 
the femur during quadriceps contraction) may be a sign of patellofemoral OA. 
Chondromalacia patellae, which is also characterized by anterior knee 
pain and a positive shrug sign, is a syndrome of patellofemoral pain, often 
bilateral, in teenagers and young adults.  It is more common in females than in 
males.  It may be caused by a variety of factors (e.g., abnormal quadriceps 
angle, patella alta, trauma).  Although exploration of the knee may reveal 
softening and fibrillation of cartilage on the posterior aspect of the patella, this 
change is usually not progressive; chondromalacia patellae is usually not a 
precursor of OA. 
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Symptoms: 
 Knee OA pain is localised to the anterior and medial aspect of the knee 
and upper tibia. 
 Patello – femoral pain is worse in when they up and down stairs or 
inclines. 
 Posterior knee pain suggests a complicating popliteal cyst. 
Functional difficulties: 
 Prolonged walking, rising from a chair, getting in and out of a car, or 
bending to put on shoes and socks. 
Local examination findings: 
 A jerky asymmetric antalgic gait – less time weight – bearing on the 
painful side. 
 A varus, less commonly valgus and or fixed flexion deformity. 
 Joint – line and or periarticular tenderness (secondary anserine 
bursitis and medial ligament enthesopathy are common, giving 
tenderness of the upper medial tibia). 
 Weakness and wasting of the quadriceps muscle. 
 Restricted flexion/ entension with coarse crepitus. 
 Bony swelling around the joint line. 
It is at knee there is predisposition of calcium pyrophosphate dihydrate 
(CPPD) crystal deposition in OA, Crystal deposition results in over 
inflammatory component stiffness effusions and superadded acute attacks of 
synovitis. 
 These crystal deposition causes more radiographic progression and a 
worse clinical outcome. 
 OA of the knee may involve the medial or lateral femorotibial 
compartment and/or the patellofemoral compartment.   
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The Spine: 
 Degenerative disease of the spine can involve the apophyseal joint, 
intervertebral discs, and/or paraspinous ligaments.  Symptoms of spinal OA 
include localized pain and stiffness.  Nerve root compression by an osteophyte 
blocking a neural foramen, prolapse of a degenerated disc, or subluxation of an 
apophyseal joint may cause radicular pain and motor weakness. 
YOUNG – ONSET OA 
 <45 years of age 
 Single joint 
 Previous overt trauma 
Causes of young onset OA ie below 45 years  
Mono – arthritis  
 Previous trauma 
 Localised instability  
Pauci – articular or Poly articular  
 Prior joint disease (Juvenile idiopathic arthrits) 
 Metabolic or Endocrine disease 
 Late avascular necrosis 
 Neruopathic joints 
 Endemic OA.  
Imaging: 
Radiological Appearances of OA 
1) Joint Space Narrowing 
The width of the joint space seen radiologically is due to the radiolucent 
cartilage. Joint space narrowing is due to cartilage destruction often occurs in 
areas of excess   weight bearing. 
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2) Joint Space Remodeling 
Joint narrowing due to cartilage destruction and is followed by loss of 
underlying bone in stressed areas and formation of new bone and cartilage in 
nonstressed areas and at joint margins. 
It is due to. 
i. Stress induced new bone formation  
ii. Trabecular collapse  
iii. Flattening and sclerosis 
3) New Bone Formation: 
New bone found in areas of low stress at the joint margin leads to 
formation of -peripheral osteophytes or within the joint central osteophytes. 
4) Loose Bodies: 
It is formed by detachment of osteophytes or crumbling of articular 
surfaces or ossification of cartilage debris. 
When OA results in pain and immobility, osteoporosis and soft tissue wasting 
may result secondarily. 
Knee OA - Radiological Appearances 
The bone commonly involved in OA is patella. Joint space narrowing, 
osteophytosis and articular irregularity can be seen at the patellofemoral 
compartment on the lateral and skyline views. 
The lateral view also shows a scalloped defect of the anterior distal 
femur. 
Spiking of tibial spines and osteophytes on the articular margins. Joint 
space narrowing affecting one or other compartments results in valgus or varus 
deformity, best seen in AP views, with gross buttressing osteophytes on the 
side of narrowing. Varus deformity is more common due to medial meniscus 
abnormality. 
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CT & MR1findings 
Osteophytes, erosions, and cysts are demonstrated well in C.T. 
investigation. 
MRI Cartilage loss and subcartilagenous bone edema, cyst and necrosis 
are will demonstrated.  
 Loose bodies in the joint space and effusion are well demonstrated  
Osteophytes are well shown. 
Capsular thickening and plicae and extracapsularchanges in collateral 
ligament and tendons are all probably better seen than by any other means. 
Laboratory Findings: 
  No laboratory studies are diagnostic for OA, but specific laboratory 
testing may help in identifying one of the underlying causes of secondary OA.  
Because primary OA is not systemic, the erythrocyte sedimentation rate, serum 
chemistry determinations, blood counts, and urine analysis are normal.  
Analysis of synovial fluid reveals mild leukocytosis (<2000 white blood cells 
per microlitre), with a predominance of mononuclear cells.  Synovial fluid 
analysis is of particular value in excluding other conditions, such as calcium 
pyrophosphate dehydrates (CPPD) deposition disease, gout, or septic arthritis.  
Complications: 
1. Capsular herniation:  OA of the knee is sometimes associated with a 
marked effusion and herniation of the posterior capsule (Baker’s 
cyst). 
2. Loosebodies:  Cartilage and bone fragments may give rise to loose 
bodies, resulting in episodes of locking. 
3. Rotator cuff dysfunction:  OA of the acromio clavicular joint may 
cause rotator cuff impingement, tendonitis or cuff puncture. 
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4. Spinal stenosis:  Long standing hypertrophic OA of the lumbar 
apophyseal joints may rise to acquire spinal stenosis. 
5. Spondylolisthesis:  In patients over 60 years of age, destructive OA 
of the apophyseal joints may result in severe segmental instability 
and spondylolisthesis (degenerative spondylolisthesis) which almost 
always occurs at L4, L5. 
Clinical variants: 
1. Monoarticular and pauciarticular OA: 
 Underlying abnormality acetabular dysplasia, old perthe’s disease or 
slipped epiphysis, a previous fracture or damage to ligments or menisci. 
2. Polyarticular OA: 
 Pain, swelling and stiffness of the finger joints the first carpometocarpal 
and big toe metatarsophalangeal joints or the knees and lumbar facet joints may 
be affected. 
 Long standing cases, osteophytes and soft tissue swelling produce a 
characteristic knobbly appearance of the distal inter phalangeal joints 
(Heberden’s node) and less often the proximal interphalangeal joints 
(Bouchard’s nodes). 
3. Endemic OA: 
 OA occasionally occurs as endemic disorder affecting entire 
communities.  It may either due to some environmental factor peculiar to that 
region or to an underlying generalized dysplasia in a genetically isolated 
community. 
4. Neuropathic joint disease (Charcot’s disease): 
 The most destructive arthroplasty is that associated with lack of pain 
sensibility and position sense. 
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Differential Diagnosis of OA: 
1. Avascular Necrosis: 
 Idiopathic necrosis causes joint pain and local effusion.  Early on the 
diagnosis is made by MRI.  Once bone destruction occurs the X-ray changes 
can be mistaken for those of OA;  The cardinal distinguishing features is that in 
osteonecrosis is the ‘point space’ (articular cartilage) is preserved in face of 
progressive bone collapse and deformity. 
2. Inflammatory Arthropathies: 
 RA, Ankylosing spondylitis and Reiter’s disease may start in one or two 
large joints.  X-rays show a predominantly atrophic or erosive arthritis. 
3. Polyarthritis of the Fingers: 
 Polyarthritis OA may be confused with other disorders which affect the 
finger joints.  ‘Nodal OA’ affects predominantly the distal joints, “Rheumatoid 
Arthritis” the proximal joints and “Psoriatic arthritis” is a purely destructive 
arthropathy and there are no inter phalangeal nodes.  Tophaceous gout may 
cause knobbly fingers, but the knobs are tophi, not osteophytes. 
PROGNOSIS 
The prognosis in osteoarthritis is governed by the three factors. 
1. The cause of the condition. 
2. The joint affected. 
3. The state of the cartilage.  
Management: 
 The management of OA depends upon the joint involved, the stage of 
the disorder, the severity of the symptom, the age of the patient and his or her 
functional needs. 
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TREATMENT FOR OSTEO ARTHRITIS 
In planning treatment, three observations should be borne in mind. 
1. Symptoms   characteristically   wax   and wane and pain   may 
subside spontaneously for a long period. 
2. Some forms of Osteo arthritis (e.g. Herberden's nodes) actually 
become less painful with the passage of time and the patient may 
need no more than reassurance and a prescription for pain killers. 
3. At the other extreme, the recognition (from serial X-rays) that the 
patient has a rapidly progressive type of Osteo arthritis may warrant 
an early move to reconstructive surgery before bone loss comprises 
the outcome of any operation. 
Early Treatment: 
Aims of Treatment 
1. To control pain 
2. To prevent further strain or damage to 
affected joints. 
3. To improve movements 
4. To improve muscle power 
5. To maintain or improve functional independence 
6. To reduce load 
7. Modify daily activities. 
Conservative Treatment: 
1. Pain Relief: Analgesics and non-steroidal anti-inflammatory agents may 
control pain for many years. Cut overmedication with powerful anti-
inflammatory drugs must be avoided there is some evidence that it may 
accelerate articular destruction. Measures to provide local warmth usually 
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give only short-lived relief. Rest periods and modification of activities may 
be necessary. 
  Rest: The involved joints are rested to reduce compression and 
shear stresses and allow the synovial inflammation to subside. 
2. Range of motion:  The joint is moved through a full range of motion 
several times daily to prevent capsular contraction. 
3. Load reduction:  protecting the joint from excessive load may slow down 
the rate of cartilage loss.  Measures such as weight reduction for obese 
patients, wearing shock-absorbing shoes, avoiding activities like climbing 
stairs and using a walking stick will pay excellent dividends. 
4. Traction: Traction is used slowing the acute inflammatory phase, 
particularly of a weight bearing joint.  To separate the joint surfaces and to 
stretch the contracted capsule until the inflammation subsides. 
5. Physical therapy:  Moist heat is followed by massage and range of motion 
exercises, both passive and active.  Painful Heberden’s nodes are aided by 
plain hot water soaks or paraffin applications. 
6. Cold: The application of cold is often more effective than heat.   Ice packs 
or ice techniques are useful. 
7. Body mechanics:  Good body mechanics is aided by eliminating faulty 
posture, applying shoe supports, and performing graduated exercises of all 
joints. 
8. Orthopaedic appliances:  A removable plaster splint secures rest and 
permits daily physical therapy.  An ordinary elastic bandage applied around 
the affected joint restricts the extremes of motion while permitting a little 
use. 
9. Ultra sound: This is indicated when pam is centered on peri articular soft 
tissues. 
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10. X-ray therapy:  This is supposedly acts by reducing inflammation and 
minimizing scar tissue formation. 
11. Warm, Dry climate. 
12. Metallization: A programme of exercise is important.   Early on, pain is 
felt mainly at the extremes of movement,   and   so increasing the range (by 
exercise or gentle manipulation) reduces capsular strain. 
13. Intermediate: If symptoms and signs increase then at some joint (chiefly 
the hip and knee) realignment osteotomy should be considered. It must be 
done while the joint is still stable and mobile and X-rays show that a major 
part of the joint space is preserved. 
Pain relief is often dramatic and is ascribed to 1) Vascular 
decompression of the subchondral bone and 2) Redistribution of loading forces 
towards less damaged parts of the joint. After femoral astronomy, fibro 
cartilage may grow to cover exposed bone. 
14. Late : Progressive joint destruction, with increasing pain, instability and 
deformity (particularly of one of the weight bearing joints), usually requires 
reconstructive surgery- Arthrodesis is indicated if the stiffness is acceptable 
and neighbouring joints are not likely to be prejudiced. With arthroplasty 
timing is essential. Too early, and the odds against a durable result lengthen 
in proportion to the demands of strenuous activity and time; to late, and 
bone destruction, deformity, stiffness and muscle atrophy make the 
operation more difficulty and the result more unpredictable. In neuropathic 
joint disease the underlying condition may need treatment but the affected 
joint cannot recover. They should be stabilized by external splint (eg. 
Caliper or prace) operation is seldom advised. 
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MANAGEMENT OF KNEE OSTEO ARTHRITIS: 
Active exercises concentrating on establishing full extension of the joint 
are important. 
STRENGTHENING OF MUSCLES: 
Quadriceps muscles particularly vastus medialis, on which strengthening 
be concentrated.  This can be achieved by using progressive resistance on land 
in water. 
GAIT RE-EDUCATION: 
The gait should be analysed and corrected as required. Walking aids 
may be needed and the patient should be trained in their correct use.  If both 
the knees are affected two sticks will be needed and the patient taught to use 
them as a normal four point gait pattern; if only one knee is affected then a 
single stick used in the opposite hand is sufficient. 
Gait re-education includes management of stairs, slopes, standing to 
sitting and bed to chair transfers. Postural awareness needs to be stimulated and 
the patient encouraged assuming a more efficient posture. 
In severe cases it may be necessary to provide some form of orthrosis. If 
external splintage is used particular attention must be paid to the maintenance 
of the quadriceps muscle strength. 
Other Useful Approaches in the management of Osteo Arthritis of Hip and 
Knee joints. 
 Simple changes around the home and daily activities causes dramatic 
improvement in the symptomatology of osteo arthritis.  The following are some 
of the measures. 
1. Use of higher chair which require less effort to get in and get out should 
be considered. 
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2. Patients are advised to climb the stairs leading the good leg taking one 
stair leading with the bad leg, again taking one stair at a time. 
3. To reduce the force acting across, the injured joint, the patient is advised 
to use a walking stick which acts as a third limb. 
4. Foot wear with hard soles and high heels should be avoided. 
5. Reduction in overweight helps to reduce the load on the joints. 
6. General advice when standing. 
 Keep as upright as possible as this helps to put equal weight on 
both the legs. 
 Avoid sitting on a low or soft chair. 
 To avoid uneven and rough ground or surfaces while walking. 
Exercises in the Management of OA of Hip and Knee. 
Aims: 
 To increase the range of movements. 
 To increase stability and shock absorption. 
 To prevent deformity. 
 To improve posture. 
 To reduce pain and stiffness. 
Rules: 
 Build up the exercises gradually. 
 Avoid rough ground while exercising. 
 To take warm baths before starting the exercises. 
 To perform the exercises 20 times, each twice a day and later four 
times a day. 
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Exercises Lying on the Back: 
1. Pelvic Tilt:  Tighten the thigh and buttock muscles, pushing the knees 
flat, hold for a count of five and then relax. 
2. Pelvic Lift:  Bend both the knees up, push on the feet and lift, hold for a 
count of five and then relax. 
3. Leg Stretch:  Push one leg along the floor as though you are trying to 
make it longer than the other hold for a count of five and then repeat 
with the other leg. 
4. Alternate Leg Raising:  Keeping the knees straight, lift alternate legs 
six inches from the ground. 
Exercises lying on your side, with the Painful Hip up: 
1. Side Leg Raising:  Keep the top leg straight and lift it up as high as 
possible, hold for a count of five and then relax. 
2. Knee and Hip Flexion:  Bend the hip and knee of the top leg forwards, 
and hold for a count of five.  Then straighten the leg and stretch back 
wards as far as it will go, hold for a count of five, then relax. 
Exercises in Sitting Posture: 
1. Knee Together, Feet Apart:  Keep the knees together and move the 
feet apart, hold for a count of five then relax. 
2. Feet Together, Knees Apart:  Keep the ankles together and move the 
knees apart, then relax. 
Exercises in Standing Posture: 
1. Standing Leg Swing:  Hold into a table or chair with one hand, swing 
one leg forward and backward.  Try to get the backwards swing as wide 
as possible. 
2. Standing Side Leg Swing:  Hold on to a chair with both hands.  Swing 
the leg out as far as it will go and then in.  The outward swing is the 
hardest part and the leg should be allowed to fall back under muscular 
control. 
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MATERIALS AND METHODS 
 
 The study of Azhal Keel vayu was carried out during the year 2006 -
2009 at Post Graduate Department of Sirappu Maruthuvam, Government 
Siddha Medical College and Hospital, Palayamkottai. 
 The cases were selected from the Post-graduate out patient department 
(Sirappu-Maruthuvam) according to the signs and symptoms mentioned in the 
siddha literature. 
Selection of the Cases: 
 Certain criteria were followed for the selection of the patients for 
admission. 
Selection Criteria: 
1. Affection of any one of the major joints with or without swelling. 
2. Marked stiffness of the joint. 
3. Restricted movements. 
4. Crepitation present in the affected joints. 
 According to the above criteria Fifty five Cases were treated.  Among 
them Thirty Cases were admitted for this study from both sexes of various age 
groups and Twenty Five Cases were treated as out patients.  Priority for 
admission was given according to the clinical findings.  The most of the signs 
and symptoms of Azhal Keel vayu correlated with the osteoarthritis in modern 
system of medicine.  Conducting all necessary investigations in siddha as well 
as modern medicine were made to firm the diagnosis. 
In siddha system the following aspects were taken into consideration. 
1. Mukkutra Nilaigal 
2. Ennvagai thervugal 
3. Udal Kattugalin Nilaigal 
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4. Neerkuri, Neikuri 
5. Paruva Kaalangal 
6. Thinaigal 
The following investigations were done in Modern medicine aspect. 
HAEMATOLOGICAL INVESTIGATIONS: 
 a) Total WBC count.        e)      Blood sugar. 
b) Differential WBC Count.        f)      Blood urea. 
c) Erythrocyte Sedimentation Rate.      g)     Serum cholesterol. 
d) Haemoglobin percentage. 
URINE ANALYSIS: 
a) Albumin. 
b) Sugar. 
c) Deposits. 
STOOLS EXAMINATIONS: 
a) Ova. 
 b) Cyst. 
 c) Occult blood. 
SPECIAL INVESTIGATIONS: 
X-ray of the affected joint. 
Selection of the drugs: 
 Selections of the drugs were made after the in-depth study of various 
siddha literatures. 
The test drugs: 
 Nannariver Choornam (internal) 
 Sangan kuppi ver ennai (external) 
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NANNARIVER CHOORNAM:  1gm three times a day with white sugar 
for internal use.  
SANGAN KUPPI VER ENNAI: 
 This oil was given only for external use on the affected joints. 
 The day before the study started, Vellai Ennai – 15ml was given at early 
morning as a mild purgative to all the patients. 
 The drugs selected for the study were subjected to the Pharmacological 
and Bio-chemical analysis. 
 Pharmacological analysis was done at the Department of Pharmacology, 
and Bio-chemical analysis was done at the Department of Biochemistry, Govt. 
Siddha Medical College, Palayamkottai. 
 All the patients admitted for the study were given uniformly regular 
hospital diet. 
 During discharge all the patients were advised to attend the out patient 
Department of Sirappu Maruthuvam, Post-Graduate Govt. Siddha Medical 
College Hospital, Palayamkottai for the further follow-up. 
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RESULTS AND OBSERAVATIONS 
 
Results were observed with respect to the following criteria: 
 
1. Sex distribution   11. Prevalent sites 
2. Age distribution   12. Clinical features 
3. Kaalam    13. Mode of onset 
4. Paruva Kaalam   14. Thridosa theory 
5. Thinai     15. Udal Kattugal 
6. Duration of the illness  16. Ennvagai thervugal 
7. Socio-economic status  17. Nei Kuri 
8. Occupational status   18. Yakkai Ellakkanam 
9. Diet references   19. Gunam reference 
10. Precipitating factors   20. Result 
 
 
1. SEX DISTRIBUTION: 
 
 
Among 20 cases, 7 were males and 13 were females. 
S. No. Sex No. of  Cases Percentage 
1. Male 7 35% 
2. Female 13 65% 
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2. AGE DISTRIBUTION: 
 
 Most of the cases were above the age group of 60.  No one was reported 
below the age group of 40 during the study. 
 
3. KAALAM: 
 
 
Most of the cases 85% were in Pitha Kaalam and the rest were reported 
in Kapha Kaalam.  
No cases were reported in Vatha Kaalam. 
S. No. Age No. of  Cases Percentage 
1. 21-30 - - 
2. 31-40 - - 
3. 41-50 5 25% 
4. 51-60 6 30% 
5. 61-70 8 40% 
6. 71 and above 1 5% 
S. No. Kaalam No. of  Cases Percentage 
1. 
Vatham 
(0-33yrs) 
- 
 
- 
 
2. 
Pitham 
(34-66yrs) 
 
17 
 
85% 
3. 
Kapham 
(67-100yrs) 
 
3 
 
15% 
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4. PARUVA KAALAM: 
 
 
 The maximum incidence of Azhal Keelvayu was during the Elavenil 
Kaalam.  No cases were reported in Munpani and Pinpani Kaalam. 
 
S. No. Paruvakaalam No. of  Cases Percentage 
1. 
Kaar  
(Aavani, Purattasi)  
(Aug16-Oct15) 
5 25% 
2. 
Koothir  
(Iypasi, Karthigai)  
(Oct16-Dec15) 
2 10% 
3. 
Munpani  
(Margali, Thai)  
(Dec16-Feb15) 
- - 
4. 
Pinpani  
(Masi, Pankuni)  
(Feb16-Apr15) 
- - 
5. 
Elavenil  
(Chithirai, Vaikasi)  
(Apr16-June15) 
8 40% 
6. 
Muthuvenil  
(Aani, Aadi)  
(June16-Aug15) 
5 25% 
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5. THINAI (PLACE): 
 
 
Among the 20 cases, all the cases were belonged to Marutha nilam. It 
does not correlate with siddha literature.   
 
6. DURATION OF THE DISEASE SUFFERINGS: 
 
 
 
 Among the 20 cases, most of them had the duration of the illness 3 
months and above. 
S. No. Thinai No. of Cases Percentage 
1. Kurinji (Hill area) - - 
2. Mullai (Forest area) - - 
3. Marutham (Fertile area) 20 100% 
4. Neithal (Coastal area) - - 
5. Paalai (Desert area) - - 
S. No. Duration (Months) No. of Cases Percentage 
1. 0-3 6 30% 
2. 3-6 4 20% 
3. 6-12 3 15% 
4. 12-24 4 20% 
5. 24-36 2 10% 
6. 36 and above 1 5% 
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7. THE SOCIO-ECONOMIC STATUS: 
 
  
According to this study 70% of the cases were poor socio-economic 
status, 30% cases were from middle class families. 
 
8. OCCUPATIONAL STATUS: 
 
 
 Occupational status shows agriculturists and house wife’s were more 
affected. 
 
9. DIET REFERENCE: 
 
 30% cases were Vegetarian diet, 70% cases were mixed diet. 
 
S. No. Socio-economic status No. of Cases Percentage 
1. Poor 14 70% 
2. Middle class 6 30% 
3. Rich - - 
S. No. Nature of Work No. of Cases Percentage 
1. Agriculturist 8 40% 
2. Manual labour 5 25% 
3. House Wife 7 35% 
S. No. Diet Habit No. of Cases Percentage 
1. Vegetarian 6 30% 
2. Mixed diet 14 70% 
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10. TABLE SHOWING PRECIPITATING FACTORS: 
 
S. No. Precipitating Factors No. of Cases Percentage 
1. Exposure to cold 3 15% 
2. Over use of the joint 11 55% 
3. Over Weight 5 25% 
4. Trauma 1 5% 
 
Among the 20 patients 3 (15%) of them showed exposure to cold as a 
precipitating factor and 11 of them (55%) had the history of over use of the 
joint. 5 of them (25%) were over weight and 1 of them (5%) were Trauma. 
 
11. TABLE SHOWING PREVALENCE OF THE JOINT AFFECTION: 
 
 
 Among the 20 patients in the In-patients ward all the 20 cases (100%) 
had affection of the Knee joints. Shoulder and Hip each one case (5%) had 
affected.  
 
S. No. Affected joint No. of Cases Percentage 
1. Knee (Both) 20 100% 
2. Ankle (Both) - - 
3. Shoulder 1 5% 
4. Hip 1 5% 
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12. TABLE SHOWING CLINICAL FEATURES: 
 
 
 Among the twenty cases all of them had pain, tenderness, morning 
stiffness and crepitation.  75% of the patients had constipation and highly 
painful limited movements. 
 
 
S. No. Signs and Symptoms No. of Cases Percentage 
1. Pain, tenderness 20 100% 
2. Swelling 10 50% 
3. Morning stiffness 20 100% 
4. Crepitations 20 100% 
5. Local heat 9 45% 
6. Constipation 15 75% 
7. Loss of appetite 10 50% 
8. Temperature 5 25% 
9. Limited Movements 18 90% 
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Measurement of swelling at joint line (Knee) in cm 
 
S.No Patient Name Age/Sex IP No
Before 
Treatrment 
After 
Treatment 
Right Left Right Left 
1 Dhasan 55/M 1072 35 33 32 31 
2 Pappammal 45/F 1240 41 41 40 40 
3 Peatchiammal 63/F 1287 37 35 37 35 
4 Thenammal 55/F 1297 33 33 32 32 
5 Shanmugam 64/M 1313 36 36 34 35 
6 Rathinam 60/F 1401 32 30 31 30 
7 Sumathi 65/F 1581 45 43 43 42 
8 Isakhi 70/M 2025 35 34 34 33 
9 Pappathi 72/F 2751 34 32 33 31 
10 Kaliammal 42/F 2803 36 33 33 33 
 
Radiological Findings: 
 
S. No. Findings NO of Cases Percentage 
1 Joint Space narrowing 20 100% 
2 
Inter condylar notch 
prominence 
9 45% 
3 Osteophytes 16 80% 
4 Subchondral Sclerosis 14 70% 
5 Osteoporosis 15 75% 
6 Deformity 4 20% 
 
Joint Space narrowed in all cases (100%), Osteophytes present in 16 
cases (80%), Osteoporosis present in 15 cases (75%), deformity present in 4 
cases (20%), Subchondral sclerosis present in 14 cases (70%). Intercondylar 
notch prominence present in 9 cases (45%). 
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b) Tenderness at joint line (Knee) 
S.No Patient Name 
Age / 
Sex 
IP.No 
Before 
Treatment in 
Grades 
After 
Treatment 
in Grades 
1 Dhasan 55/M 1072 II Nil 
2 Muppidathi 50/M 1230 I Nil 
3 Pappammal 45/F 1240 II Nil 
4 Petchiammal 63/F 1287 III II 
5 Thenammal 55/F 1297 I Nil 
6 Shanmugam 64/M 1313 II II 
7 Padmavathi 56/F 1323 I Nil 
8 Rathinam 60/F 1401 II I 
9 Sumathi 65/F 1581 II II 
10 Esakhiyammal 63/F 1596 II I 
11 Muthammal 60/F 1600 II Nil 
12 Chidampparathammal 55/F 1601 I Nil 
13 Vanitha 50/F 1632 II I 
14 Esakhi 70/M 2025 III II 
15 Saroja 45/F 2205 I Nil 
16 Iyappan 55/M 2231 I Nil 
17. Latheep 65/M 2276 III II 
18. Subbiah 70/M 2290 III II 
19. Pappathi 72/F 2751 III II 
20. Kalliyammal 42/F 2803 I Nil 
 
Assessment of joint tenderness  
Grade I : The patient says the joint is tender 
Grade II : The patient winces 
Grade III : The patient winces and withdraws the affected part 
Grade IV : The patient will not allow the joint to be touched. 
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Body Mass Index of in Patients  
BMI = Weight in kg/(Height in meters)2  
S.NO Name IP NO Age Sex Wt in kg Ht in m BMI
1 Dhasan 1072 55 M 55 1.6 20.6 
2 Muppidathi 1230 50 M 65 1.72 23.2 
3 Pappammal 1240 45 F 69 1.6 26.9
4 Petchiammal 1287 63 F 58 1.51 24.1
5 Thenammal 1297 55 F 53 1.55 22
6 Shanmugam 1313 64 M 66 1.7 25.2
7 Padmavathi 1323 56 F 61 1.56 26.7
8 Rathinam 1401 60 F 65 1.5 26.7
9 Sumathi 1581 65 F 62 1.49 26.9
10 Eshakiammal 1596 63 F 51 1.5 22.6
11 Muthammal 1600 60 F 56 1.52 24.8 
12 Chidampparathammal 1601 55 F 52 1.6 21.6 
13 Vanitha 1632 50 F 68 1.58 27.3
14 Eshaki 2025 70 M 62 1.66 22.5
15 Saroja 2205 45 F 52 1.52 22.6
16 Iyyappan 2231 55 M 57 1.64 21
17 Latheep 2276 65 M 68 1.75 22.1
18 Subbiah 2290 70 M 60 1.64 2.3
19 Pappathi 2751 72 F 52 1.58 21.6
20 Kaliammal 2803 42 F 53 1.55 22.4
Normal BMI                -           In Males 20 to 24.9 
                                      -           In Females 18 to 24.9 
Overweight                  -           25 to 29.9 
Obesity                         -           More than 30. 
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13. ONSET OF DISEASE: 
 
 
 According to this study 100% of cases were reported gradual onset of 
disease. 
 
14. DISTRIBUTION OF THRIDOSA: 
a. Table showing the derangement of vatham: 
 
 
 
 
 
 
 
 
B 
 
 
 
Both Viyanan and Samanan were affected in all the twenty cases (100%). 
Abanan was affected in 15 cases (75%). 
Devathathan was affected in 10 cases (50%). 
Koorman was affected in 5 cases (25%). 
S. No. Mode of onset No. of Cases Percentage 
1. Sudden - - 
2. Gradual 20 100% 
S. No. Vatham No. of Cases Percentage 
1. Pranan - - 
2. Abanan 15 75% 
3. Viyanan 20 100% 
4. Uthanan - - 
5. Samanan 20 100% 
6. Naagan - - 
7. Koorman 5 25% 
8. Kirukaran - - 
9. Devathathan 10 50% 
10. Dhananjeyan - - 
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b. Table showing the derangement of Pitham: 
 
 
 
Saathagam was affected in 20 cases (100%) 
Analapitham was affected in 10 cases (50%). 
 Ranjagam was affected in 7 cases (35%). 
 
c. Table Showing the Derangement of Kapham: 
 
 
In all the 20 cases (100%) Avalambagam and Santhigam were affected. 
Kilethagam was affected in 10cases (50%). 
 
S. No. Pitham No. of Cases Percentage 
1. Analapitham 10 50% 
2. Ranjagam 7 35% 
3. Saathagam 20 100% 
4. Prasagam - - 
5. Alosagam - - 
S. No. Kapham No. of Cases Percentage 
1. Avalambagam 20 100% 
2. Kilethagam 10 50% 
3. Pothagam - - 
4. Tharpagam - - 
5. Santhigam 20 100% 
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15. TABLE SHOWING THE CONDITION OF UDAL KATTUGAL: 
 
 
In all the cases Saaram and Enbu were affected (100%). 
Senneer was affected in 7 cases (35%). 
Oon was affected in 5 cases (25%). 
 
16. ENNVAGAI THERVUGAL: 
 
 Naadi was affected in all the cases, 12 cases (60%) were Pitha vatha 
Naadi, 4 cases (20%) were Vathapitha naadi, 4 cases (20%) were vatha 
naadi.Sparisam was affected in 20 cases (100%). 
Naa was affected in 12 cases (60%), Vizhi was affected in 5 cases 
(25%). Malam was affected in 15 cases (75%) and Moothiram was affected in 
3 cases (15%).  
S. No. Udal Kattugal No. of Cases Percentage 
1. Saaram 20 100% 
2. Senneer 7 35% 
3. Oon 5 25% 
4. Kozhuppu - - 
5. Enbu 20 100% 
6. Moolai - - 
7. Venneer/Suronitham - - 
S. No. Ennvagai thervugal No. of Cases Percentage 
1. Naadi 20 100% 
2. Sparisam 20 100% 
3. Naa 12 60% 
4. Niram - - 
5. Mozhi - - 
6. Vizhi 5 25% 
7. Malam 15 75% 
8. Moothiram 3 15% 
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17. NEIKURI: 
Among the 20 cases, the Neikuri result was observed as follows: 
 
 
18. YAKKAI ELLAKKANAM (PHYSICAL CONSTITUTION): 
 
 
Among the 20 cases, the majority were of Thontha udal. 
 
19. GUNAM (QUALITY AND CHARACTERS): 
 
 Most of the cases had Thamo gunam. 
 
S. No. Neikuri No. of Cases Percentage 
1. Spreading like a snake 4 20% 
2. Spreading like a ring 6 30% 
3. Spreading like a pearl - - 
4. Combined of ring and snake 10 50% 
S. No. Yakkai Ellakkanam No. of Cases Percentage 
1. Vatha udal 4 20% 
2. Pitha udal 3 15% 
3. Kapha udal 1 5% 
4. Thontha udal 12 60% 
S. No. Gunam No. of Cases Percentage 
1. Sathuva Gunam - - 
2. Rajo Gunam 6 30% 
3. Thamo Gunam 14 70% 
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20. RESULTS: 
ASSESSMENT OF EFFECT OF THERAPHY 
Remarkable Effect 
 No longer any clinical manifestations. 
 Patient could work and live normally 
 No recurrence after some months. 
Moderate Effect 
 Marked reduction of manifestations. 
 Slight pain after movement 
Poor Effect 
 Slight reduction in the clinical manifestation 
 With relapse 
 
 
 
 
 
Observation: 
70% of the cases showed good prognosis clinically. The results were 
based on the clinical improvements, the author had tried not only medicines but 
also recommended yoga therapy.  
 
 
 
Effect of therapy No. of cases Percentage 
Remarkable 10 50% 
Moderate 8 40% 
No progress 2 10% 
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DISCUSSION 
 
 Azhal Keel vayu is one of the major bony joint problems i.e. really the 
movable joints affected which makes the elder people most troublesome 
especially.  The disease Azhal Keel vayu as explained in Siddha system of 
medicine has got close resemblance with that of osteoarthritis of modern 
system of medicines in conservation as well as clinical importance. 
 The drugs used to treat this disease were Nannariver Choornam 
internally and Sangan kuppi ver ennai externally.  This study is a trial to 
throw light the role of the drugs in all aspects in the management of the disease. 
 Thirty cases of Azhal Keel vayu were admitted in the In-patient ward 
who was diagnosed clinically on the basis of signs and symptoms described in 
the text “Siddha Maruthuvam”.  The clinical diagnosis was made confirmed by 
means of other siddha aspects of examinations.  Out of twenty five cases, in the 
out-patient ward, twenty were selected for this study. 
Sex Distribution: 
 Among the twenty cases, 7 (35%) were male and 13(65%) were female 
patients.  It shows that females are more affected than males. 
Age Distribution: 
 According to this study most of the patients were above the age of 50.  
Only 4 (20%) were reported in between the age group of 40 to 50. 
 No one was reported below the age of 40 during the study. 
 This confirms the degenerative process of this disease. 
Prevalence of Affecting the Joints: 
 In Azhal Keelvayu the hallmark is involvements of articular joints.  The 
involvement of the ailment was mostly found out in the knee joints. 
 108
Duration of the Illness: 
 According to this study the duration of the illness varied from 3 months 
to 3 years.  Naturally, this disease is a chronic one unless any history of trauma.  
Because, this disease as already told, a slow, progressive disorder most 
probably encouraging degenerative condition. 
Socio-economic Status: 
 Among the 20 cases were selected for this study, 14 cases (70%) were 
poor class and only 6 cases (30%) were middle class family. 
Diet Reference: 
 According to this study 14 cases (70%) had mixed diet habits. 
Occupation Status: 
 According to this study, the 8 cases (40%) were agriculturists. 
Precipitating Factors: 
 According to this study exposure to cold, excessive use of the knee joint 
and obesity were played major roles. 
Clinical Manifestation: 
 Among the twenty cases, all of them had pain, tenderness, morning 
stiffness, crepitation etc, most of them were reported with mild swelling, 
slightly restricted movements, loss of appetite and habitual constipation. 
Paruva Kaalam: 
 In the disease of keel vayu, being a vadha disease according to many 
siddha literatures, vadham gets vitiated in munpani kaalam.  Here the higher 
incidence of the disease was in the same above mentioned Elavenil Kalam (8 
cases) next to that is Muthuvenil Kalam (5 cases), Kaar Kalam (5 cases), 
Koothir Kalam (2 cases) and there is no cases in Munpani and Pinpani Kalam. 
Thinai: 
 In this study it was observed that all of the cases were from Marutha 
Nilam. 
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Disturbance in Vatham: 
 In the twenty cases, in all of them (100%) Viyanan and Samanan were 
affected.  Abanan was affected in 15 (75%) cases.  Devathathan was affected in 
10 cases (50%).  Koorman was affected in 6 cases (30%).  
Disturbance in Pitham: 
Saathaga Pitham was affected in all cases. Ranjaga Pitha was affected in 
35% cases. Anal Pitham was affected in 50% cases.  
Disturbance in Kapham: 
 According to this study Avalambagam and Santhiga Kapham was 
affected in all the cases (100%).  Kilethagam was affected in 10 (50%) cases. 
Udal Kattugal: 
 Among the Seven Udal Kattugal, Saaram and Enbu were affected in all 
cases. Senneer was affected in 7 (35%). Oon was affected in 5 cases (25%). 
Gunam: 
 According to this study, 14 cases (70%) had Thamo gunam and 6 cases 
had Rajo gunam. 
Yakkai Ellakkanam: 
 Among the 20 cases, majority 60% of them had Thontha Udal, 20% of 
them had vatha Udal, 15% of them had Pitha Udal and 5% of them had Kabha 
Udal. 
Ennvagai thervugal: 
 According to this study, in Ennvagai thervugal, Naadi was affected in all 
the cases (100%), Naa was affected in 12 cases (60%).  Sparism was affected in 
20 cases (100%).  Vizhi was affected in 6 cases (30%). Malam was affected in 
15 cases (75%) and Moothiram was affected in 3 cases (15%). 
Neikuri: 
 Among the 20 cases, 75% of the cases showed Vatha pitha neer. 
Remaining 25% showed Pitha vadha kalappu neer.  
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Laboratory Investigation: 
 The available laboratory investigations were done in the Govt. Siddha 
Medical College, Palayamkottai.  Routine examination of blood, urine and 
stools were done during the admission and discharge.  Examination of urine 
and stools showed no abnormalities. In the blood 7 (35%) of the cases had 
decreased Hb%, Blood sugar, Blood urea, Serum cholesterol were also done in 
Bio-chemistry department, Government Siddha Medical College, 
Palayamkottai. All the shown values have been recorded in the Investigation 
table.  In all the cases X-rays showed osteophytic changes and marginal 
erosion. 
Results: 
Among the 20 cases, 10 cases (50%) showed good relief, 8 cases (40%) 
showed moderate relief. And 2 cases (10%) showed No progress only. The 
results were based on the clinical improvements. 
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SUMMARY 
 
1. Fifty Five cases of Azhal Keelvayu, diagnosed clinically.  Out of them 
Thirty Cases were admitted in the in-patient PG Sirappu Maruthuvam 
Ward, Govt. Siddha Medical College Hospital, Palayamkottai were 
observed for clinical diagnosis, lab diagnosis and treatment by the trial 
medicines.  Out of them Twenty Cases were selected for study. Twenty 
Five Cases were treated as out patients. 
2. Clinical diagnosis of Azhal Keel vayu was done on the basis of clinical 
features described in the siddha text books. 
3. Laboratory diagnosis of Azhal Keelvayu was done by modern methods 
of examination in the Govt. Siddha Medical College Hospital, 
Palayamkottai. 
4. The various siddha aspects of examination of the disease were carried 
out and recorded in a proforma. 
5. The trial medicines choosed for both internal and external treatment and 
the management of Azhal Keelavayu  
 Nannariver Choornam as per the severity of the complaints, the 
dosage was given 1 gm three times a day with white sugar for 
fifteen days and above. 
 Sangan kuppi ver ennai (Externally). 
6. Before starting the treatment, careful detailed history was carried out 
and recorded from the twenty selected patients. 
7. During the period of treatment, all the patients were put under strict 
pathiyam-a specific dietary regimen. 
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8. The observation made during the clinical study shows that the main drug 
Nannariver Choornam (Internally) is clinically effective. It has 
moderate analgesic action and significant anti inflammatory action.  
9. The action of Sangan kuppi ver ennai (Externally) over the affected 
joint was also clinically effective. It has Significant anti inflammatory 
action. 
10.  A periodical laboratory investigation were made for all the case for 
blood, urine and motion test etc., along with radiological reports. 
11.  Since Azhal Keel vayu is a chronic disease, it required minimum 
treatment for twenty days, treated both internally and externally to 
minimize the severe pain, tenderness and Swelling, but also slight 
disappearance of the crepitation. 
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CONCLUSION 
 
All the twenty patients, selected for this Study were treated with 
Nannariver Choornam (Internal 1gm tds with white sugar) and Sangan 
kuppi ver ennai (Externally). 
 Clinical results show improvement in large number of the cases that is 
50%.  During the meantime of treatment, under admission all the Azhal Keel 
vayu patients were instructed and guided to follow the following asanas. 
  a) Komugaasana - The Cow head Posture 
  b) Padmasana  - The Lotus Posture 
  c) Vajraasana  - The Adamant posture 
 It was sure that no one had any remission up to 6 months. 
 If any further recurrence or no satisfied improvement, the individuals 
were instructed to follow up treatment both internally and externally.  It is very 
pleasurable to say here, the author highlights the trial medicines are found 
effective just relieved from pain and tenderness, severe morning stiffness, 
severe crepitation, arresting of marked swelling and so on. 
It was noted that the internal drug Nannariver Choornam was free 
from adverse side effects, i.e. no cases were reported either nausea or vomiting 
and the external application Sangan kuppi ver ennai was not irritant, i.e. no 
cases were reported itching or inflammation or eruption wherever massaged. 
Meanwhile it gave good soothing effect to the affected part. 
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ANNEXURE-I 
DRUG REVIEW 
PREPARATION OF TRIAL DRUG 
 
ed;dhhp NtH #uzk; (Internal Medicine) 
 Mjhuk;: Nfh\hap - mDNghf itj;jpa gpuk;k ufrpak; gf;fk;:142 
ruf;F: 
 ed;dhhp NtH 
nra;Kiw: 
 ruf;if Rj;jpj;J epoypy; cyHj;jpj; J}s; nra;J rypj;J vLj;Jf; 
nfhs;s Ntz;Lk;. 
msT   :   1 - 2 fpuhk; %d;W Ntis 
mDghdk;  :   rk msT nts;is rHf;fiu 
jPUk; Neha;  :  fPy;gpbg;G jPUk; 
 
rq;fd; Fg;gp NtH vz;nza; (External Medicine) 
Mjhuk; :   gjhHj;j Fz tpsf;fk; - %ytHf;fk; gf;fk;:300 
ruf;Ffs; :  rq;fd; Fg;gp NtH  
ey;nyz;nza; 
nra;Kiw: 
 ,jd; Ntiuj; jl;b ey;nyz;nzapy; Nghl;Lf; fha;r;rpf; fPy;fspd; 
gpbg;Gf;Fj; Nja;f;ff; FzkhFk;. 
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PROPERTIES OF THE HERBAL DRUGS 
Internal Medicine: 
1. ed;dhhp: 
Botanical Name  : Hemidesmus indicus 
Family   : Asclepiadaceae 
Synonyms: 
 mq;fhhp%yp> eWnel;b> ghjhs%yp> NfhghF> rhhpgk;> ghw;nfhb> 
ePWz;b> fhdDrhhp> fpU\;zty;yp> rhhpak;. 
Part Used: 
 Dried Root 
Organoleptic Characters: 
 Suvai  : Inippu, siru kaippu 
 Thanmai : Thatpam 
 Pirivu  : Inippu 
Chemical Consituents: 
Plant contains coumarino - lignoid hemidesmine, hemidesine, emidine. 
 Roots contain hexatria contanes, lupeol, α-amyrin, β -amyrin, sitosterol, 
coumarino - lignoids, hemidesmin - 1 and hemidesmin -2. 
 Air dried roots yield essential oil containing p-metholy salicylic 
aldehyde as the major constituent, also contain β – sitosterol, α and β amyrins, 
lupeold, tetracyclic triter pene alcohols, resin acids, fatty acids tannins, 
saponins, a glucoside and a ketone. 
 Recent researchers by allopathy have proved conclusively that the active 
principles of sarasaparilla consist of an enzyme, an essential oil and a saponin.  
Botanical Aspect: 
 Twining or prostrate or semi-erect laticiferous herbs. Leaves linear - 
lanceolate, often with white streales above. Flowers yellow to brownish in 
cymes. Follicle slender, divaricated.   
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Therapeutic Actions: 
 Alterative  -  clw;Nww;wp 
 Tonic   -  cukhf;fp 
 Demulcent  -  cs;soyhw;wp 
 Diuretic  - rpWePHg; ngUf;fp 
 Diaphoretic  - tpaHit ngUf;fp 
Therapeutic Effects: 
 Diseases of Pitham and Vatham, Rheumatism. 
Uses:  
  ‘ryNjhlk; gpj;jkjp jhfk; coiy 
   ryNkW rPjkpd;dhH jQ;# - Lyfkjpw 
   nrhd;dkJ Nkfk; Gz; fukpitna yhnkhopf;Fk; 
   nkd;kJu ed;dhhp NtH” 
      - gjhHj;j Fztpsf;fk; 
Verna cular Names: 
Eng : Indian Sarasaparilla, country sarasaparilla 
Tel : Sugandhi   
Sans : Sariba 
Mal : Nannari   
Hind : Magrabu 
Kan : Sugandha – Palade  
Duk :  Nat-ka-ushak 
 
 117
2. rq;fd; Fg;gp: 
 Botanical Name : Clerodendrum inerme 
 Family  : Verbenaceae 
Synonyms: 
Fz;lyp> Nfhy;> rq;fq;Fg;gp> Kj;jhgyk;> kPr;nrq;fd;> gPdhnrq;fk; 
Fg;gp. 
Vernacular Names: 
Eng :  Smooth volkameria    
Tel :  Pishinika, utti-chetta, Pisangi 
Mal :  Shangam – kuppi   
San :  Kundal 
Hind :  Sang – kuppi sang kupi  
Dek :  Isamdhari 
Part used: 
 Root 
Organoleptic characters: 
 Suvai  : Kaippu 
 Veeriyam : Veppam 
 Pirivu  : Kaarppu 
Chemical Constituents: 
 Plant contains clerodane diterpene – clerodermic acid, friedelin, 
methoxy flavone, salvigenin, acacetin, and apigenin. 
Botanical aspects: 
 Straggling shrubs which obovate glandular leaves. Flowers white in 
axillary cymes. Drupe brown. 
 It is called “Garden Quinine” an account of its intense bitter taste. 
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Therapeutic Actions: 
 Alterative  :  clw;Nww;wp 
 Fegrifuge  :  ntg;gfw;wp 
 Tonic   : cukhf;fp 
Therapeutic effects: 
 Diseases of vatham, rheumatism. 
Uses:  
 ‘ntl;il nrhwp rpuq;F fSq;Fl;l Nuhfk; 
  cug;ghd Nkfk; xopAq; - fUthk; 
  fUq;fpue;jp nrt;thg;Gf; fl;bfS NkFk; 
  mUQ;rq;fq; Fg;gpf; fwp” 
      - gjhHj;j Fz tpsf;fk; 
 
3. SESAMUM INDICUM: (vs;) 
Family -  Pedaliaceae 
Other Language Names: 
English -  Gingelly seed 
Hindi  -  Til 
Tamil  -  Ellu 
Telungu -  Nuvvulu 
Malayalam -  Karuellu 
Tamil Synonyms: 
Habitat:  
This small bush is indigenous to India and extensively cultivated in the 
warmer regions. 
Parts used: 
 Seeds and fixed oil which expressed from the seeds. 
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Constituents: 
 Seeds contain fixed oil 50-60% proteins 22%, carbohydrates 18%, 
mucilage 4% woody fibre 4% and ash 4.8%. 
  
Oil contains 70% of liquid fats consisting of the glycerides of oleic and 
linoleic acids and 12-14% of solid fats, stearin, palmitin and myristin, a 
crystalline substance sesamin and a phenol compound seasmol. 
Therapeutic action: 
 Laxative 
 Emollient 
 Demulcent 
 Diuretic 
 Lactagogue 
 Emmenagogue 
 
vs; nea;apd; nghJf;Fzk;: 
 
  ‘Gj;jp eadf;FspHr;rp G+hpg;G nka;g;GsfQ; 
   rj;Jtq; fe;jp jdpapsik - nkj;jTz;lhq; 
   fz;Nzha; nrtpNeha; fghytoy; fhrNeha; 
   Gz;Nzha; Ngh nkz;nza;ahw; Nghw;W” 
       - mfj;jpaH Fzghlk;. 
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ANNEXURE II 
GOVT SIDDHA MEDICAL COLLEGE, PALAYAMKOTTAI 
BIO-CHEMICAL ANALYSIS OF 
NANNARI VER CHOORNAM 
Preparation of the extract: 
 5gms of Nannari Ver choornam was weighed, accurately and placed in a 
250ml clean beaker.  Then 50ml distilled water is added and dissolved well.  
Then it is boiled well for about 10 minutes.  It was cooled and filtered in a 
100ml volumentric flask and then it is made up to 100 ml with distilled water.  
This fluid is taken for analysis. 
Qualitative analysis: 
S. No. Experiment Observation Inference 
1. TEST FOR CALCIUM 
2ml of the above prepared extract is 
taken in a clean test tube.  Add 2 ml 
of 4% ammonium oxalate solution is 
added to it 
A white 
precipitate is 
formed 
Indicates the 
presence of 
calcium. 
2. TEST FOR SULPHATE 
2ml of the extract is added to 5% 
barium chloride solution 
No white 
precipitate is 
formed 
Absence of 
Sulphate 
3. TEST FOR CHLORIDE 
The extract is treated with silver 
nitrate solution 
No white 
precipitate is 
formed 
Indicates the 
presence of 
Chloride. 
4. TEST FOR CARBONATE 
The substance is treated with 
concentrated HCL. 
No brisk effer 
vessence is 
formed 
Absence of 
Carbonate 
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5. TEST FOR STARCH 
The extract is added with weak 
iodine solution 
Blue colour is 
formed 
Indicates the 
presence of 
starch. 
6. TEST FOR IRON FERRIC  
The extract is treated with glacial 
acetic acid and potassium ferro 
cyanide. 
No Blue color is 
formed 
Absence of 
ferric Iron 
7. TEST OF IRON FERROUS 
The extract is treated with 
concentrated nitric acid and 
ammonium thio cyanate 
Blood red colour 
is formed 
Indicates the 
presence of 
ferrous iron. 
8. TEST FOR PHOSPHATE 
The extract is treated with 
ammonium Molybdate and 
concentrated nitric acid. 
No yellow 
precipitate is 
formed 
Absence of 
phosphate 
9. TEST FOR ALBUMIN 
The extract is treated with Esbach’s 
reagent. 
No yellow 
precipitate is 
formed 
Absence of 
Albumin. 
10. TEST FOR TANNIC ACID 
The extract is treated with Ferric 
Chloride reagent. 
Blue back 
precipitate is 
formed. 
Indicates the 
presence of 
Tannic acid. 
11. TEST FOR UNSATURATION 
Potassium permanganate solution is 
added to the extract. 
 
 
It gets 
decolourised. 
Indicates the 
presence of 
unsaturated 
compound. 
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12. TEST FOR THE REDUCING 
SUGAR 
5ml of Benedict’s qualitative 
solution is taken in a test tube and 
allowed to boil for 2 mts and added 
8-10 drops of the extract and again 
boil it for 2 mts. 
Colour change 
occurs. 
Indicates the 
presence of 
Reducing 
Sugar. 
 
13. TEST FOR AMINO ACID 
One or two drops of the extract is 
placed on a filter paper and dried it 
well, after drying 1% Ninhydrin is 
sprayed over the same and dried it 
well. 
Violet colour is 
formed. 
Indicates the 
presence of 
Amino acid. 
 
Inference: 
The trial drug NANNARI VER CHOORNAM contains Calcium, Chloride, 
Starch, Ferrous Iron, Tannic Acid, Unsaturated Compounds, Reducing Sugar, 
Amino acid. 
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ANNEXURE III 
PHARMACOLOGICAL ANALYSIS 
ANALGESIC STUDY OF NANNARI VER CHOORANAM 
 
Aim:    
To study the effects of analgesic action on albino rats by tail flick 
method. 
Instruments: 
 Analgesiometer using heated nicrome wire as the source of stimulus. 
Procedure: 
 Two groups of rats on either sex were selected, each group having three 
rats and each rat was put inside a rat holder with the tail projecting out fully.  
The tip of the tail was kept over the nicrome wire of the analgesiometer.  To 
heat the nicrome wire by switching it on and at the same time starting a 
stopwatch.  The time takes for the rat to flick the tail was noted.  This was kept 
as the control volume. 
 Paracetamol was administered at a dose of 20mg/100gm of body weight 
orally to the test group.  The reaction time was noted after the administration 
half an hour and one hour and the average is calculated. 
 When a rat fails to flick the tail, it should be continued beyond eight 
seconds to avoid injury. 
The result of drug treated group and control group were tabulated and 
compared. 
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Group 
Dose/100mg 
Body weight 
Initial 
reading 
(in Sec ) 
 
After Drug Administration 
Mean 
Difference 
½ hr. 
Average 
1 hr. 
Average
1 ½ hr. 
Average 
Control Water 2ml 2.5 2.5 2.5 2.5 2.5 
Standard 
Paracetamol- 
20mg 
 
2.5 
 
3.5 
 
5.0 
 
6.5 
 
6.5 
Test drug 100mg 2.0 2.5 3.5 4.7 4.7 
 
Inference: 
 The test drug seems to have significant analgesic action. 
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ACUTE ANTI-INFLAMMATORY ACTIVITY IN RATS                      
BY HIND-PAW METHOD 
To demonstrate the acute anti-inflammatory activity of  NANNARI VER 
CHOORANAM  in albino rats by Hind-paw method. 
Procedure: 
 Nine Albino rats weighing 100-150gm were taken and divided into three 
groups and each group consisting three rats. 
 First group was kept as control land received water.  Second group 
received lbuprofen at a dose of 20mg/100gm-body weight.  Third group 
animals received keelvathathuku chooranam suspension at a dose of 
100mg/100gm-body weight. 
 Before administration of drugs, the Hind-paw volume of all the rats was 
measured.  This was done by dipping the Hind-paw upto the ribio-tarsal 
junction in mercury plethysmograph.  Soon after the measurement at the drugs 
were administered.  One hour after the administration of drugs a sub-cutaneous 
injection of 0.1ml of 1%/W/V of carrageenin in water was made into planter 
surface of both the Hind-paw of each rat. 
Three hours after carrageenin injection, the Hind-paw volume was 
measured once again.  Difference between the initial and final value were noted 
and compared. 
This method is more suitable method for studying anti-inflammatory 
activity in acute inflammation. 
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The effect of Nannari Ver Chooranam in acute anti-inflammatory 
activities. 
Group 
Dose volume 
orally 
Initial 
reading
Final 
reading
Mean 
difference
Percentage 
Inflammation 
Percentage 
Inhibition 
Control Water 2 ml 1.1 1.85 0.75 100 - 
Standard 
Ibuprofen 
20mg/100gm 
1.3 1.35 0.05 6.6 93.4 
Test 
drug 
100mg/100gm 1.1 1.34 0.24 32 68 
 
Result: 
 The drug Nannari Ver Chooranam has significant acute – anti 
inflammatory action. 
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CHRONIC ANTI-INFLAMMATORY STUDY                                 
BY COTTON-PELLETS GRANULOMA METHOD 
 
Drug: 
 Nannari Ver Chooranam 
Aim: 
 To study the chronic anti-inflammatory activity of the drug in albino rats 
by cotton pellets implantation (granuloma) method. 
Procedure: 
 Cotton pellets each weighing long was prepared and sterilized in an 
autoclave for about one hour less than 15 lbs atmosphere pressure.  Nine 
Albino rats weighing between 100-200gm were selected and were divided into 
3 groups.  Each rat was anaesthetized with ether and cotton pellets were 
implanted subcutaneously in the groin, two in each side. 
 From the day of implantation, one group of animals received Nannari 
Ver Chooranam at a dose of 100mg/100gm of body weight.  
 On the eighth day the rats were sacrificed and the pellets were removed 
weighed.  Then they were put in an incubator at 60ºC-80ºC and then weighed. 
The concordant weight was noted for all groups and compared. 
The effect of Nannari Ver Chooranam in chronic anti inflammatory study. 
Group 
Dose/100mg 
Body weight 
Pellet 
Weight 
Pellet Weight 
of the 
Granuloma 
of drugs 
Percentage of 
Inflammation 
Percentage of 
inhibition 
Control Water 2ml 10 250 100 - 
Standard 
Paracetamol- 
20mg 
10 55 22 78 
Test drug 100mg 10 110 42 58 
 
Inference: 
The drug show significant chronic – anti inflammatory action. 
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ACUTE ANTI – INFLAMMATORY STUDY ON                    
SANGAN KUPPI VER ENNAI (EXTERNAL USE)                                    
BY HIND-PAW METHOD I ALBINO RATS 
 
Aim: 
 To study the acute anti-inflammatory activity of the test drug SANGAN 
KUPPI VER ENNAI. 
Preparation of the test drug: 
 The Sangan Kuppi Ver Ennai was prepared as per the preparation in 
Padhartha guna vizhakam. 
Procedure: 
 Six healthy albino rats weighing 100-150gm were taken and divided into 
three groups, each consisting of 2 rats. 
 First group was kept as control by giving distilled water of 2ml/100gm 
of body weight.  The second group was kept as test group.  The third group was 
given the standard drug. 
 Before application of the test drug the Hind-paw volume of all the rats 
were measured.  This was done by dipping the Hind-paw (up to the tibio-
femoral junction) into a mercury plethysmograph.  While dipping the Hind-
paw, by pulling the syringe piston, the level of mercury in the centre small tube 
was made to coincide with red marking and reading was noted from the 
plethysmograph. 
 One hour later, a sub-cutaneous injection of 0.1ml of 1%(w/r) 
Carrageenin water made into  plantar surface of both Hind-paw of each rat.  To 
the second (last) group keelvathathuku thylam was topically applied for three 
times over the inflammed surface in a thin layer for every 15mts for an hour.  
To the other group no drug was applied over the inflammed surface. 
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 Three hour after injection the Hind-paw volume was measured once 
gain.  The difference between the initial and final volume would show the 
amount of inflammation.  Taking the volume in the control group as 100% of 
inflammation, anti-inflammatory effect of the test group is calculated. 
 
EFFECT OF SANGAN KUPPI VER ENNAI 
Group Drugs 
Dose 
100gm 
of 
body 
weight
Initial 
value 
Final 
value
Difference
Percentage 
Inflammation 
Percentage
Inhibition 
Control Water 2ml 1.1 1.85 0.75 100 
- 
 
Standard Ibuprofen 20ml 1.3 1.35 0.05 6.6 93.4 
Test 
drug 
Keelvathathuku 
thylam. 
Ext 1.0 1.25 0.25 33.3 66.7 
 
Inference: 
 The test drug has significant Anti-Inflammatory action externally. 
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ANNEXURE IV 
PROFORMA OF CASE SHEET 
GOVERNMENT SIDDHA MEDICAL COLLEGE & HOSPITAL 
POST GRADUATE DEPARTMENT 
PALAYAMKOTTAI. TRIRUNELVELI – 627 002 
Branch – III Sirappu Maruthuvam 
Dissertation done by: 
I.P. No  :  Occupation   : 
Bed No  :  Income   : 
Ward   :  Nationality   : 
Name   :  Religion   : 
Age   :  Date of Admission  : 
Sex   :  Date of Discharge  : 
Permanent Address:   Diagnosis   : 
     Result    : 
     Medical Officer  : 
 
Complaints and duration: 
 
History of present illness: 
 
History of Previous illness: 
Personal history including habits: 
Family History  : 
Socio Economical Status : 
Menstrual History  : 
 131
 
GENERAL CONDITIONS ON EXAMINATION 
 
1. Consciousness   : 
2. General appearance  : 
3. Nourishment   : 
4. Anaemia    : 
5. Jaundice    : 
6. Cyanosis    : 
7. Clubbing    : 
8. Lymphadenopathy  : 
9. Jugular Venous Pulsation : 
10. Pedal oedema   : 
11. Temperature   : 
12. Pulse    : 
  Rate   : 
  Rhythm  : 
  Volume  : 
  Character  : 
  peripheral pulses : 
  Pulses paradoxus : 
13. Respiratory Rate  : /min 
14. Heart Rate   : /min 
15. Blood pressure   : 
16. Miscellaneous   : 
 Body Weight   
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rpj;j Kiw NjHT 
1.  epyk; 
 FwpQ;rp 
 Ky;iy 
 kUjk; 
 nea;jy; 
 ghiy 
2. gUt fhyk; 
 fhH fhyk;   (Mtzp - Gul;lhrp) 
 $jpH fhyk;  (Ig;grp - fhHj;jpif) 
 Kd;gdp   ( khHfop - ij 
 gpd;gdp   ( khrp- gq;Fdp) 
 ,sNtdpy;  ( rpj;jpiu - itfhrp) 
 KJNtdpy;  ( Mdp - Mb) 
3. ahf;if (cly;) 
 thjk; 
 gpj;jk; 
 fgk; 
 fyg;G 
4. Fzk; 
 rj;Jtk; 
 ,uhrjk; 
 jhkrk; 
5. nghwp Gyd;fs; 
 nka; - CW 
 tha; - Rit 
 fz; - xsp 
 %f;F - ehw;wk; 
 nrtp - xyp  
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6. fd;nke;jphpak; 
 if - jhdk; 
 fhy; - fkdk; 
 tha; - trdk; 
 vUtha; - tprHf;fk; 
 fUtha; - Mde;jk; 
7. cl;fhak; 
 Njhs; nghUj;J 
 Gak; 
 Koq;if nghUj;J 
 rak; 
 iff;FsR 
 fugk; 
 mq;Fyp 
8. mjf;fhak; 
 ,Lg;G nghUj;J 
 njhil 
 Koq;fhy; nghUj;J 
 Kd;fhy; 
 Fjpq;fhy; 
 fugk; 
 mq;Fyp 
9. tk;rp 
10. Kk;kyk; 
 kyk;    - 
 %j;jpuk;   - 
 tpaHit   - 
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11. gpw cWg;Gfspd; epiy 
 ,Ujak;   - 
 Gg;Grk;   - 
 ,iug;ig   - 
 fy;yPuy;   - 
 kz;zPuy;   - 
 rpWFly;   - 
 ngUq;Fly;   - 
 rpWePufk;   - 
 %is   - 
 fUg;ig   - 
12. capH jhJf;fs; 
(m) thjk;    - 
 gpuhzd;   - 
 mghdd;   - 
 tpahdd;   - 
 cjhdd;   - 
 rkhdd;   - 
 ehfd;   - 
 $Hkd;   - 
 fpUfud;   - 
 Njtjj;jd;   -  
 jdQ;nrad;  - 
(M) gpj;jk; 
 mdw; gpj;jk;  - 
 ,uQ;rf gpj;jk;  - 
 rhjf gpj;jk;  - 
 MNyhrf gpj;jk;  - 
 gpuhrf gpj;jk;  - 
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(,) fgk; 
 mtyk;gfk;   - 
 fpNyjfk;   - 
 Nghjfk;   - 
 jw;gfk;   - 
 re;jpfk;   - 
13. cly; jhJf;fs; 
 rhuk;    - 
 nre;ePH   - 
 Cz;    - 
 nfhOg;G   - 
 vd;G    - 
 %is   - 
 Rf;fpyk;/RNuhzpjk; - 
14. vz; tifj;NjHTfs;  
 ehb    - 
 ];ghprk;   - 
 eh    - 
 epwk;    - 
 nkhop    - 
 tpop    - 
kyk; 
 epwk;    - 
 vil    - 
 ,Wfy;   - 
 ,sfy;   - 
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rpWePH 
1 ePHf;Fwp 
 epwk;    - 
 kzk;    - 
 vil    - 
 Eiu    - 
 vQ;ry;   - 
2. nea;f;Fwp 
LABORATORY INVESTIGATION 
Before Treatment    After  Treatment 
 
1. BLOOD: 
TC : cells/ cu. mm 
DC :    P %  
L %  
E %  
M % 
ESR : 
  ½ hour : mm 
   I hour  : mm 
Hb    : 
Blood Sugar  : 
Blood Urea  : 
Serum Cholesterol : 
Uric Acid  : 
VDRL : 
2. URINE 
 Albumin  : 
 Sugar   : 
Deposits  : 
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3. Motion 
 Ova   : 
 Cyst   : 
4. IMMUNOLOGICAL : 
 RA Factor  : 
5.RADIOGRAPHIC FINDINGS    : 
6. SEROLOGICAL TEST FOR SYPHILIS  : 
7. SYNOVIAL FLUID ANALYSIS   : 
8. ARTHROGRAPHY    : 
 
EXAMINATION OF LOCOMOTOR SYSTEM 
INSPECTION 
Overlying Skin: 
 Colour   : 
 Scars and ulcers  : 
 Periarticular swelling : 
 Deformity   : 
 Unusual posture  : 
 Muscle changes  : 
 Symmetrical distribution : 
 Gait    : 
Palpation: 
 Skin Temperature  : 
 Crepitus   : 
 Sub-cutaneous nodules : 
 Rheumatoid vasculitic lesion: 
 Lymphadenopathy  : 
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Enlargement: 
Soft Tissues   : 
 Bony Enlargement  : 
Range of Movements  : 
Examination of individual joints: 
 Cervical Spine  : 
 Thoracic Spine  : 
 Lumbar Spine  : 
 Sacro-illac Joint  : 
 Shoulder Joint  : 
 Elbow Joint   : 
 Wrist Joint   : 
 Metacarpophalangeal joint : 
 Interphalangeal Joint : 
 Hip Joint   : 
 Knee joint   : 
 Metatarso phalangeal Joint: 
Examination of individual joints (Affected Joints) 
Measurement (in cm) : 
Before and After Treatment: 
 RIGHT LEFT 
 BEFORE AFTER BEFORE AFTER 
Knee Joint 
Ankle Joint 
Wrist Joint 
Elbow joint 
Index finger 
Middle finger 
Ring finger 
Little finger 
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EXAMINATION OF OTHER SYSTEMS: 
1. Respiratory system  : 
2. Cardio Vascular system : 
3. Gastro Intestinal system : 
4. Central Nervous system : 
5. Genito – Urinary Systam : 
 
DAILY PROGRESS 
 
DATE 
 
SYMPTOMS 
 
DRUG 
 
   
 
CLINICAL PARAMETERS AND PROGRESS 
S.No Clinical 
Feaures  
During  I 
day of  
Admission
5th 
day 
10th 
day 
15th 
day 
20th 
day 
25th 
day 
30th 
day 
40th 
day 
1 Pain in 
Joints 
        
2 Early 
Morning 
Stiffness 
        
3 Tenderness 
and 
swelling of 
joints 
Knee 
Ankle 
Wrist 
MCP 
PIP 
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4 Depression         
5 Loss of 
appetite 
        
6 Fever         
7 Restriction 
of Joints 
Movements 
        
8 Sub 
cutaneous 
nodules 
        
9 Deformity         
10 Muscle 
Weakness 
        
11 Muscle 
Wasting 
        
12 Ulnar 
Deviation 
        
13 Entrapment 
Neuropathy 
        
  
+++ -     Severe, ++ -     Moderate,    + -    Mild,    - -      Nil 
DIFFERENTIAL DIAGNOSIS 
1.  
2.  
3.  
FINAL DIAGNOSIS: 
LINE OF TREATMENT 
MEDICINE 
1 
2 
MEDICAL ADVICE 
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GOVERNMENT SIDDHA MEDIDCAL COLLEGE HOSPITAL, 
POST GRADUATE RESEARCH CENTRE, 
PALAYAMKOTTAI, TIRUNELVELI-627 002 
BRANCH – III SIRAPPU MARUTHUVAM. 
ADMISSION-DISCHARGE SHEET FOR “AZHALKEEL VAYU” 
 
IP No   :    Occupation  : 
Bed No  :    Income  : 
Ward   :    Nationality  : 
Name   :    Religion  : 
Age   :    Date of Admission : 
Sex   :    Date of Discharge : 
Permanent Address :    Diagnosis  : 
       Result   : 
Temporary Address:    Medical officer : 
CLINICAL PICTURES 
Sl.No. During Admission During Discharge 
   
 
PLACE: 
DATE:      Signature of Medical Officer. 
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P L E 1/2 1 P L E 1/2 1
1 Dhasan 1072 55 M 28.04.08 26.05.08 9,600 48 49 3 40 79 78 9,800 55 43 2 25 57 80 321 21 122 N +++ FEC N N NAD N N Rt. OA 29 Improved
2 Muppidathi 1230 50 M 15.05.08 1.06.08 9,400 60 32 8 7 14 78 9,800 55 43 2 25 57 80 75 28 221 N N NAD N N NAD N N Bil. OA 18 Par.Improved
3 Pappammal 1240 45 F 16.05.08 10.06.08 10,000 73 25 2 15 33 68 9,600 56 39 5 8 7 81 80 22 204 N N NAD N N NAD N N Bil. OA 26 Improved
4 Petchiammal 1287 63 F 21.05.08 05.06.08 9,600 50 40 10 10 20 68 10,100 65 33 2 12 25 70 128 20 149 N N NAD N N NAD N N Bil. OA 16 No. Progress
5 Thenammal 1297 55 F 21.05.08 09.06.08 9,200 60 34 6 16 37 61 9,800 60 32 8 8 16 70 172 27 210 N N NAD N N NAD N N Bil. OA 19 Improved
6 Shunmugam 1313 64 M 23.05.08 18.06.08 8,200 60 35 5 40 80 71 9,400 62 35 3 11 25 65 88 25 140 N N NAD N N NAD N N Bil. OA 27 Improved
7 Padhmavathi 1323 56 F 23.05.08 08.06.08 9,000 65 30 5 16 33 70 9,200 66 31 3 12 28 71 75 31 160 N N FEC N N NAD N N Bil. OA 17 Par.Improved
8 Rathinam 1401 60 F 03.06.08 19.06.08 9,000 66 30 4 15 35 68 9,200 64 32 4 11 33 70 105 22 170 N N NAD N N NAD N N Bil. OA 17 Par.Improved
9 Sumathi 1581 65 F 19.06.08 08.07.08 8,500 60 38 2 30 60 45 8,600 63 35 2 20 40 65 88 21 150 N N NAD N N NAD N N Bil. OA 19 Improved
10 Esakkiammal 1596 63 F 20.0608 16.07.08 10,100 58 36 6 17 38 62 10,200 65 30 5 12 26 66 125 28 190 N N FEC N N NAD N N Bil. OA 27 Improved
11 Muthammal 1600 60 F 21.06.08 08.07.08 8,900 71 27 2 10 22 65 9,000 68 30 2 7 14 70 98 31 228 N N FEC N N NAD N N Bil. OA 18 Par.Improved
12 Chidambarathammal 1601 55 F 21.06.08 08.07.08 10,000 72 24 4 4 9 65 10,100 66 30 4 6 15 71 90 24 156 N N FEC N N NAD N N Bil. OA 18 Par.Improved
13 Vanitha 1632 50 F 25.06.08 17.07.08 9,500 65 30 5 3 8 77 9,600 68 28 4 7 14 78 85 21 180 N N FPC N N NAD N N Bil. OA 23 Improved
14 Esakki 2025 70 M 05.08.08 28.08.08 12,000 25 72 3 17 35 65 11,500 45 50 5 14 29 72 118 27 138 N N OPC N N NAD N N Bil. OA 23 Improved
15 Saroja 2205 45 F 22.08.08 11.09.08 8,800 70 28 2 4 8 70 9,000 65 31 4 4 7 73 82 27 182 N N FPC N N NAD N N Bil. OA 21 Par.Improved
16 Ayyappan 2231 55 M 23.08.08 08.09.08 9,200 50 48 2 6 12 70 9,400 55 40 5 5 12 70 122 24 180 N N OPC N N NAD N N Bil. OA 17 Par.Improved
17 Latheep 2276 65 M 28.08.08 15.09.08 9,700 62 32 6 8 19 76 9,800 64 31 5 7 14 77 160 30 196 N N NAD N N NAD N N Bil. OA 18 No. Progress
18 Subbiah 2290 70 M 29.08.08 29.09.08 12,000 25 72 3 17 35 65 11,400 48 46 6 14 31 70 118 22 138 N N FEC N N NAD N N Bil. OA 31 Improved
19 Pappathi 2751 72 F 22.10.08 10.11.08 9,100 60 32 8 1 3 70 9,200 64 30 6 4 8 70 96 21 160 N N NAD N N NAD N N Bil. OA 19 Par.Improved
20 Kaliammal 2803 42 F 31.10.08 26.11.08 6,800 60 38 2 7 15 68 7,000 65 33 2 6 13 70 138 26 170 N N FEC N N NAD N N Bil. OA 27 Improved
N - Nil
NAD No Abnormal Deposit
BSHb
%
DC % BU SC
Urine Analysis
AlbDC %
ESR 
mm hrs Alb
IP No ESR 
mm hrs Dep
Age Sex D.O.A D.O.D
BT AT
Tc 
2)  SANGAN KUPPI VER ENNAI as External Medicine for AZHAL KEEL VAYU
List of In  Patients  of PG III - Sirappu Maruthuvam Department
Given 1) NANNARI VER CHOORANAM as Internal Medicine
Haematological Investigation
X-ray No. of Days ResultsS.No Name Tc 
EC - Epithelial Cells, PC - Pus Cells, 
BT AT
Hb
% Ova CystSugDep
Motion test
Sug
PAIN SWELLING M.S CREPITATION L.O.M
1 NALLAKANNU CHETTIYAR 71 M 27451 + + + + + 75 Par.Improved
2 KULASI 43 F 28198 + - + + + 70 Improved
3 DEVA DOSS 56 M 29446 + + + + + 71 Par.Improved
4 KANNIAH 52 M 29289 + - + + + 66 Improved
5 PUSHPAM 60 F 29366 + + + + + 72 Improved
6 JEORGE JOSEPH 50 M 29435 + - + + + 62 Improved
7 MADASAMY 54 M 29374 + - + + + 65 Improved
8 SANKARAMMAL 54 M 29576 + - + + + 60 Improved
9 GOMATHI 38 F 30013 + - + + + 59 Improved
10 SUBRAMANIAN 65 M 30768 + + + + + 65 No.Progress
11 ARJUNAN 57 M 30958 + - + + + 63 Par.Improved
12 GURUSAMY 59 M 31190 + + + + + 62 Improved
13 PERUMALAMMAL 42 F 31409 + - + + + 64 Improved
14 AMEENA 47 F 31793 + + + + + 57 Par.Improved
15 MEENA 45 F 33110 + - + + + 53 Improved
16 ARUMUGAM 58 M 49389 + + + + + 54 Par.Improved
17 VISWALAKSHMI 54 F 49386 + + + + + 52 Improved
18 SETHU 64 M 51960 + - + + + 41 No.Progress
19 LATHA 46 F 56197 + - + + + 25 Improved
20 MANONMANI 52 F 57801 + + + + + 15 No.Progress
No.of Days RESULT
SIGNS AND SYMPTOMS
M.S - Morning Stiffness
L.O.M - Limitation of Movements
S.No NAME
LIST OF OUT PATIENTS OF PG III - SIRAPPU MARUTHUVAM DEPARTMENT
Given  1)  NANNARI VER CHOORANAM as Internal Medicine
          2)  SANGAN KUPPIVER ENNAI as External Medicine for AZHAL KEEL VAYU
Age Sex O.P. No.
